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UNITED STATES DISTRICT COURT

FOR THE DISTRICT OF TDAHO

CHRIS J. DENNISON,
Case No. CIV 02-507-5-LMB

Plaintiff,
VE.
DEFENDANT CONTINENTAL CA-
CONTINENTAL CASUALTY COM- SUALTY COMPANY'S
PANY an Iilinois corporation; CNA AFFIDAVIT/CERTIFICATION
GROUP LIFE ASSURANCE

COMPANY, a wholly owned subsidiary
of Continental Casualty Company, RU-
RAL TEILEPHONE COMPANY, an
Idaho Corporation

Defendants.
STATEOF__ florida )
(58
COUNTY OF _Ofonge )
L, .Q")r s Gloss , being first duly sworn on oath deposcs and says:

1 — DEFENDANT CONTINENTAL CASUALTY COMPANY'S AFFIDAVIT IN SUPPORT OF
MOTION FOR SUMMARY JUDGMENT

)




1. That I am an employee of Continental Casualty Company and
am resgsponsible

for the decizion to approve or deny Policy Benefits regarding Chris
J. Dennison, Claim No. 2395634, I am familiar with the documents
reviewed in determining the eligibility of Plaintiff, Chris J.
Dennison, to receive benefits. I certify that those records which
are attached ag Exhibit "A"™ constitute a true and correct copy of
the administrative record relating to Plaintiff's claim for benefits
pursuant to the Employee Retirement Income Security Act of 1974

(ERISA) as amended 2% USC § 1001, et zeq.

2. Attached as Exhibkit "B" iz a true and correct copy of the
Group Long Term Disability Policy, number SR-831164%4, along with
all of the amendments, attachments and declarations thereto, under
which policy Plaintiff c¢laimed benefits in the above entitled
matter.

Further your AFFIANT saith not.

Continental Casualty Company, by

e Ris Giloss

Printed

e Atis Moo

Title: gzigggzg 1 é 5 ( fmm Q;Qédgdﬁnaﬂ'/

SUBSCRIBED AND SWORN to me this /%Jd day of August, 2003,

g ey L

Not P bl MmdyK Elfand
orEEY FEREEE S o mmiceion FDD 159126

‘-\'.‘P'
g \ ,-hxpues Oct 17, 2006
]"zr,,, o Honded Thru

My Commission Expires: o Atlantic Bonding Co., Inc.

Residing at:

2 — DEFENDANT CONTINENTAL CASUALTY COMPANY'S AFFIDAVIT IN SUPPORT OF
MOTION FOR SUMMARY JUDGMENT




CERTIFICATE OF SERVICE

fo.

I HEREBY CERTIFY that on this /9 day of August, 2003, I served a true and

correct copy of the forcgoing DEFENDANT CONTINENTAL COMPANY'S AFFIDAVIT
/CERTIFICATION IN SUPPORT OF MOTION FOR SUMMARY JUDGMENT by:

David E. Comstock, Esq. [ ~1 U.8. Mail, postage prepaid
COMSTOCK & BUSH | | Hand-Delivered
800 West Idaho, Suite 300 | ] Overnight Mail
P.0O. Box 2774 [ ]Facsimile (@ 208/344-7721

Boise, Idaho 83701
Attorneys for Plaimiff

Robert A. Anderson, Esq. [«1 U.S. Mail, postage prepaid
Phillip J. Collaer, Esq. [ ] Hand-Delivered
ANDERSON, JULIAN & HULL, LLP [ ] Overnight Mail

250 South Fifth Street, Suite 700 [ ]TFacsimile @ 208/344-5510
P.O. Box 7426

Boise, Idaho 83707-7426
Attorneys for Defendant Rural Telephone Company

3 — DEFENDANT CONTINENTAL CASUALTY COMPANY'S AFFIDAVIT/CERTIFICATION IN
SUPPORT OF MOTION FOR SUMMARY JUDGMENT
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Claim Number:

. Claim Aralysis Record . “

F 35431/

Date of Notice:

Clairmant Name:

S HRIS Denin1sond

Employer Contact.

JBAMEs NArTELL

Claimant Telephone:
Employer Telephone:

209/ 8 K

Zof-tsE-0077
FO§- 366 - E61Y

Last Date Worked: | First Da of Treatment | Date of Loss | Date of Birth:| Age at DOL: Is Claimant Working‘?
72/ 7/s2. 29/oe. | &/gfoe | /0/9/50 | S 0 ves ]
Cccupation: _/'O,q e e 1 Diagnosis: D244, 2 ,_LL"\‘DM]D -c’/ﬂ Mguqeﬂc

Contract Reviewed: K] Yes [ No Initials: W=
Policy Number: §3//6Y99
Salary: G /A9.00
Elimination Period: 0
Benefit: G L7 % COCOE  max
Class: /
Location: -
Maximum Payable Period: Own Occ MPP | Q4 m7 .
Any Oce MPP_| KiZuuument Age
Premium Paid Thru Date: \- \ \\\\
Contract Type [] PD! d SBD}
Group EDOC P/f’/‘??’
COC: [] Yes E’No
Date of Hire: 7/1/9 %7
. [X] fulltime [ ] part time
Rehire Date: -
Waiting Period: IO
Minimum # of Work Hrs: 30
Employee's EDOC: 571199
Contribution Percentage ER% /OO0 EE% T
Prg  Rast -
100% Participation Required? ﬁ Yes []No ] N/A
Enrollment Card Received: (] Yes [éfh\lo
Date Card Signed: —
Late Enrollee: ] Yes 4 No éSO 5/5/02
Late App on File: [] Yes 4 No 75‘ ::7//0 L 43
Mis Rep Issue: ] Yes Ia No
Proof of Premium Received: H/Yes O No [INA

Revised 8/15/2001




INSURANCE IN TOUCH WITH BUSINESS

PO Box 0468710 Maitland FL 32794 Doris Qlogs RN .
Appeafs Committes Member

Telsphona BOO-303-9744 xB6272
Facsimile  407-919-8574

June 24, 2002

Chrig Dennisaon
9975 W Hollandale Drive
Boise, D 83709

Claim Number: 2385634

Policy Number: 83116494

Underwritten by: Continental Casualty Company

Services provided by: CNA Group Life Assurance Company

Dear Mr, Dennison,

Appeals completed a comprehensive review of your long-term disability claim as requested. Our
review is based on the medical evidence that was submitted to CNA and was relied upon to conclude
the determination of long-term disability benefits. After review of your file, in its totality, we must
reaffirm the denial of benefits based on the following medical evidence and policy provisions. Appeals
agreed with the intent, content, and conclusion brought forth by the denial letter written on 3/15/02
and some information may not be repeated.

According to the policy provisions: “Disability” means that during the Elimination Period and following

24 months, Injury or Sickness causes physical or mental impairment to such a degree of severity that

You are:

1, continuously unable to perform the Material and Substantial Duties of Your Regular Occupation;
and .

2. not working for wages in any accupation for which You are or become qualified by education,
training or experience.”

According to the information within your file, you ceased work on 2/7/02 due to back pain.

Dr. Frizzell filled out a physician's statement listing your diagnosis failed back syndrome, status post
lumbar, and cervical surgeries. You complained of constant neck and back pain from multiple past
surgeries. Dr. Frizzell listed your physical limitation as no lifting, pushing/pulling over 3 pounds. No
prolong sitting or standing and only occasional bending and twisting.

Your employer submitted a job activity statement listing the physical requirement for the occupation
as a Controller. The physical requirements that were provided were listed as follows: sitting for 10 to
12 hours with 1 to 2 hours of standing and walking per day. QOccasional lifting boxes containing per
and records from 20 to 50 pounds were required. You employer stated that liting boxes were not a
necessary part of your occupation and lifting could be accommodated.




o ®
-2-

A cervical spine x-ray was performed on 1/29/02 showing a solid appearing fusion from C5-6 and
mild to moderate disc degeneration. The spine was in normal alignment with no fractures or
subluxation and the prevertebral soft tissues were unremarkable. A lumbar spine x-ray was also
performed on the same date that showed mild to moderate degenerative disk disease, no
spondylolysis or spondylolisthesis.

An MRI of the entire spine was performed on 2/4/02 that the cervical spine showed there was no
evidence of disk herniation, degenerative changes and posterior disk bulges were identified; however
the cervical cord maintained normal size, shape and signal throughout. The thoracic spine showed a
normal signal with mild degenerative changes without evidence of spinal stenosis or neural foraminal
narrowing. The lumbar spine showed mild changes of degenerative disk disease and small postural
protrusion with mild to moderate stenosis without herniation.

Dr. Frizzell submitted a correspondence dated 5/21/02, indicating that you have been under his care
for low back and cervical neck surgeries and that you are disabled for your spine condition. Dr.
Frizzell noted that you are not able to work with accommodations and you have rheumnatological
disease with positive lupus studies. On 3/21/02, Dr. Fizzell submitted a positive titer for anti-nuclear.
The laboratory noted that a positive ANA result may be seen in a variety of diseases and healthy
individuals. Its interpretation depends on clinical findings and other laboratory data. An ESR was also
performed (a nonspecific test used to detect iliness associated with acute and chronic infection or
inflation. This test result was normal (2), (normal is 0-20),

While we acknowledge the medical tests may have revealed some abnormal findings; there were no
physical examination within your claim file performed by your physicians to correlate clinical findings.
Dr. Frizzell provided restrictions in the physician's statement that fell within the material and
substantial duties of your occupation as a Controller. Lifting 20 to 50 pounds of boxes containing
papers was listed as occasional, which would not be a material and substantial requirement of your
occupation. Dr. Frizzell then submitted a correspondence noting that you would not be able to
perform your occupation with accommodations, however, he did not submitted any evidence to
support a functional impairment that would prevent you from performing your occupation.

Dr. Firzzell indicated that you also had a history of lupus and submitted a positive titer; however, your
ESR (erythrocyte sedimentation rate) rate that would show an inflammatory process occurring within
the body was low normal. Please be advised that verification of a condition does not confirm the
inability to perform one’s occupation, nor does it prove a disability.

Dr. Frizzell submitted a correspondence dated 4/22/02 noted that you were under his care for failed
back syndrome and a history of lupus and had multiple surgeries, intractable back, neck and leg pain.
Dr. Frizzel further noted that you are disabled from these conditions and were not able to engage in
any kind of work. We acknowledge that you may have undergone back and neck surgery from 1997
and 1998, the evidence showed that your fusion was intact and that you had mild to moderated
degenerative disc disease. There was no disc herniation or abnormal alignment of the spine noted.
While we acknowledge that you would not be able to perform a heavy occupation, the evidence
presented within your file does not support a functional impairment that would preclude you from
performing the material and substantial duties of your occupation as a Controlier.
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We are sorry that our ruling could nat be more favorable, however, we must abide by the medical
avidence and the policy provisions. You have exhausted all of your administrative remedies offered
by the appeal committee and your file remains closed. This decision is final and binding.

Sincerely,

Doris Gloss RN
A member of the Appeals Committee




INSURANCE (N TOUCH WITH BUSINESS

PO Box 946710 Maitland FL 32794 Doris Gloss RN
Appeals Committes Membar

Telaphone B800-303-9744 x6272
Facsimile  407-919-6403

June 25, 2002

Rural & Pend Qreille Telephone Company
Attn: James Martell

704 W. Madison Ave.

Glenns Ferry, 1D B3623

Regarding: Chris Dennison

Claim Number: 2395634

Policy Number: 83116494

Underwritten by: Continental Casualty Company

Service provided by: CNA Group Life Assurance Company

Dear Mr. Martell,

We have completed a comprehensive review of Mr. Dennison’s claim file as he has requested in
his appeal letter. The medical evidence presented does not support a functional impairment that
would preclude Mr. Dennison from performing his occupation. Due to the confidential nature of
Mr. Dennison's medical records, we are unable to provide you with a copy of his letter; therefore,
this letter will serve to inform you that Appellate committee has upheld the denial.

Sincerely,

Doris Gloss RN
Member of the Appeals Committee



DECEIVE

t.é MAY 23 app |l
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May 2,2002 [ fEagy

Mr. Brian Barnum “SENT VIA FEDERAL EXPRESS™
Disability Benefits Specialist

C.N.A. Insurance

P.O. Box 25939

Overland Park, KS 66225-5939

RE: Appeal of C.N.A. declination of long-term disability benefits, Claim #2395634,
Policy #83116494.

Dear Mr. Barnum:

Attached is a letter from R. Tyler Frizzell MD regarding my physical condition and work
limitations. Please reconsider my application for long-term disability benefits. Because of
my physical limitations, I have not been able to work since February 1, 2002.

Additionally, there are two letters attached from Mr. Mike Richmond, dated March §,
2002 and March 29, 2002, wherein he states that the Company considers my last day of
employment with Rural Telephone Company March 6, 2002. In your letter dated March
15,2002, you stated that on March 12, 2002 Mr. Richmond said they “will make any
reasonable accommodations to accommodate his physical condition”. [ submit that this
offer was without sincerity and contradictory, as evidenced by the date of Mr.
Richmond’s first letter dated March 8, 2002 and your telephone conversation with him on
March 12, 2002. The Company effectively terminated my employment before your
conversation with him.

If vou have further questions or if there is anything I can do to accelerate the processing
of this claim please call me at home, 208-658-0097. Time is of the essence becanse a
delay will cause severe financial hardship. Thank you in advance for your consideration
and assistance in this matter.

Best Regards,

Chris J. Dennison, CPA




[DAHO NEUROLOGICAL SURGERY, PA,

DaucLas E. Smiirs, MD.

CERTIFIRD AMFRICAN BHAKD OF MFUROTE WAL SRGERY

R. Tvier FrizzeL,, M.D, Pr. D,

CLAIIFIED AMERICAN BOARD OF MEUROLOGICAL SURGERY

April 22, 2002
Re:  Chiiz Dennison
TO WHOM IT MAY COMNCERMN:;

Mr. Dennison is under my care for failed back syndrome and a history of lupus. He has had
multiple surgeries and intractable back, neck, and leg pain.

It is my opinion that Mr. Dennison is disabled from these conditions and not able to engage
in work of any kind.

Sincerely,
N %’L\f)/\
R. Tyler Frizzell, M.D.

R.TF/egs

222 NORTH SEcOND STREET, SunTr 307 = Boisy, loanio 83702 = (208) 344-1000 « (800) 733-1969 = FAX (2081 344-1331
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RAFRAL zveee
GLENNS FERRY, IDAHO 83623

TELEPHONE COMPANY (208) 366-2614 « FAX (208) 366-2615

March 28, 2002

Chris . Dennison
8975 W. Hollingdale Dr.
Boise, ID 83709

RE: Final Pay Summary

Dear Chris:

Below is a summarization of events and outline of your severance frem Rural Telephone Company:

Accrued Sick Balance Depleted (72 firs): February 13, 2002
Final 401k deduction/deposit: February 27, 2002
Final payment to 401k foan (from payrof deduction): February 27, 2002
Eamed/Used Vacation Balance Depleted (120 hrs): March 6, 2002
Separation Date: March 6, 2002
Life Insurance discontinued: March 6, 2002
NTCA Health Insurance valid through: June 30, 2002*

As praviously stated (March 8, 2002 letter), Rural Telephone Company will continue to pay your heaith
insurance premiums through the second quarter; June 30,2002*. This date was shown as May 31, 2002
previously,. We anticipata at this time, NTCA will be contacting you with COBRA information. in
recognition of your service to the Company, Rural Telephone Company will pay the equivalent of 90-
days regular pay to assist you during this time of transition from the workforce to a potential long-term
disability status. Also, per your request, we have changed your exemptions to S.

Enclosed you will find a check in the amount of $10,058.99; which represents the balance of your lump
sum severance package.

It is important to note that the final payroll deduction for your 401k loan payment was made on February
27, 2002. We suggest you contact Copper Mountain Trust in regard fo your options and/or obligations
with respect to this loan.

Sincerely,

Michaél T. Richmond
General Manager

Enclosure




%‘M 704 W. MADISON
GLENNS FERRY, TDAHO 83623

TELEPHONE COMPANY (208) 366-2614 » FAX (208) 366-2615

March 8, 2002

Chris J. Dennison
9975 W. Hollingdale Dr.
Boise, 1D B3708

RE: Separation Notice

Daar Chris:

As of March 6, 2002, your accrued sick leave and 2002 eamed vacation time have
been depleted and no additional hours are availabie. Therefore, Rural Telephone
Company considers this as your final day of employment and will use March 6, 2002
as your separationftermination date from the Company.

As a courtesy, Rural Telephone Company will continue te pay your health insurance
premiums through May 31, 2002. We anticipate at this time, NTCA will be contacting
you with COBRA information. Your life insurance benefits are discontinued effective
today and there will be no further 401k deductions/deposits.

Enclosed you will find a check in the amount of $1,052.15; which represents the
balance of eamed/used vacation time.

We are structuring a severance package and hope to meet with you sometime next
week to discuss it.

Hope all is well with you. We look forward to visiting with you soon. If you have any
- guestions in the meantime, please don't hesitate te contact me.

Sinceraly,

Michael T. Richmond
General Manager

Enclosure
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FAX TRANSMISSION
MEULEMAN & MILLER LLP

06l) BROADWAY AVE., SUITE 400
POST OFFICE BOX 955
BOWSE, 1DAHO 83701
(208) 342-6066
FAX (208) 336-9712

PAGES* ¥AX NUMBLER
T0:  Tabatha Kirke 6 913-661-7777

[T

1
|
;

FROM: Katherine W. Dennison
DATE: May 20, 2002
RE: Chrig J. Dennison, claim no.; 2395634, policy no.: 83116494

DOCUMENTS AT TACHED: Notes from Chris’ file written by Dr. Prizzell and
blood lesls showing positive ANA results for Lupus.

MESSAGLE: will fax an additional letter from Pr, Frizzell with further cxplanation regarding
Clris current medical condition. 'Thank you for your time this morning. [ hope the Appeal
Conitlee will tnderstand how 11 my husband is at this point in time.  Also, I would hope that
they would take under consideration the siatement made by Mr. Richmond regarding
accommodation as a false and malicious statement. He and Rural Telephone never had any
intention of accomumedation, At present, it is alse a moot point, Chris simply can not work, the
Lupus hias made him so i1l that he must rest for most of cach day. He also has so inuch back pain
{1t he ean not sit, he must lic down in bed or rest in his recliner. As T stated, this was 2 man who
warked very hard, averaging 120 hours in a bi-monthly pay period. Fam surc if onc did a survey
of ihe average hours worked by Controflers or CPA’s that this is not out of the ordinary. He is
very upsct by the deeline in his health, given a choice, of course, he would choose to work. He
has no choice now,

* Inehding eover sheet,

CONFIDENTIALINY NOTICE

THE INFORMATION CONTAINGD IN TINS FACSIMILT 15 CONFIDENTIAL INFORMATION QR ATIORMEY WORK
BRODUCT O/ BOTI AND 1S FOR THE EXCLUSIVE USE OF THE INTENDED RECIMIENT LISTED ATOVE. ANY
RTADING, DISCLOSURE, USE Ot REPRODUCTION OF TS COMMUNICATION OTLIER TilAN DY THE INTONDED
RECTENT 19 FROTMEUTRED. 17 ¥OU HAVE RECRIVED THS COMMUNICATION IN ERROR, PLEASE MOTHEY US
Iy COrLECT TULEPLHGNE CALL IMMERIATELY AND TCETURSN THE COMMUNICATION TO LS VIA UNITED
Al Mall.

RECEIVED TIME MAY. 20, 2:56°M PRINT TIME MAY.20. 2:38FM




MAY-20~-2002 HON 01:57 PM MEULEMAN & MILLER FAX NO. 2083369712 P. 02
.Sent By: Idahs Nedrological Sur‘g.PA; 208 344 1331, uay- 20 2:2000; Page 2

+ g 10A10 NEUROLOGICACSURGERY, PA. "

Douoias E. Svith, MDD,

Camtrinay Anstree e Ouinmes e Iuumcs) GOILAL SRMLLW Y

B TviLer Frizzen, MD, Pr. D

CeatiHeA TR B Anitnican Biang of Meurououica Soageny

April 22, 2002

Re:  ChtistDennison
Il

TO WHOM T MAY CONCERN:
Mr, Dennison is under nty care for failed back syndrome and a history of lupus. He has had
multiple surgeries and intracta%p#-chk, neck, and leg pain,

It is my opinion that Mr. Dennis@ﬂ‘”fg disabled from these conditions and not able to engage
in work of any Kind,

Sincercly,

=,

e,
i il
[."I(IN.I|!|
;

R. Tyler Trizzell, M0, k

R.YF/exs

222 NoATH Second STRED), Sune 307w Bk luasn 83702« {208} 41000

RECEIVED TIME MAY. 20.  2:56PM PRINT TIME MAY. 20.  Z:58FM




HAY-20-2002 HON 01:57 PI MEULEMAN & MILLER FAX NO. 2083369712

Sent Uy: Idano Neurological surga.m- 208 344 1331 May.20- 21 20PM; Page 3

¥

L S

z2/7/02 CHRIE DENNISON

Mr. Dennigon returng to clinle for follow-up of his neck and back
pain,

His MRI ahows some degenerative disc diseage at L4-5 and L5 51 with
a mild protiugicon and some degenerative changes in the cervical
nran. There 18 ne surgical lasion,

Ho sLill hae disabling back paln and i& not able to work. This
appears permanent, since he has had maximum medical tharapy
ineluding multiple purgeries.

PLAN: I would like to ge2e him o couple timegs a3 year to make sure

theve 15 no new gsurgiecal problem. He will follow-up with Dr.
MaeCarter.

K.IF/egs R. T™YLER FRIZZELL. M.D.

gos Daryl K. MacQarter, M.D,

RECEIVED TIME MAY. 20, 2:36PM PRINT TIME MAY. 20.  2:58FM
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MAY-20-2002 MON 01:57 PM MEULEMAN & MILLER

fant bBy: Idahn Nauralogical Surg F&;

- v Mo

== srpet o awidwiaw

0P
DENNISON,CURIS J

BASUEHIL 4

CRK

HEFATIC PUNCTION D'ANEL

ALBUMIN
AST(500T)

TOTAL NTLINUBIN
DIRECT BRILTRURIN
TOUMAL PROTEIN

ALRARLINE PHOSPERATASE

ALT(5CPY)

** PERFORMING LAR:

DENNIGON, CHRIE J
04/30/2002 Ldsld

RECEIVED TIME MAY. 20.

200 244 t3m;,

ST. LWw’S MERIDIAN MEDICAL CENTER

NEPARTHENT OF PATHOLOGY

FAX NO. 2083363712

May-20- 2:20PM;
~ufW ® ARPALICAL JUB. YL, 8357 elam) [5)

i

520 5. EAGLE RD, MERIDIAN, ID BI642

FOYRICIAN: 630
FRILEELL,R. TYLER
22Z N 20D ST SVITE 307

Pap: 10/09/1950 EEXz M
22698155 MRI: 54261%
BOISE, ID
83702
TILEZE6 COLLECTED: 84/73G/2002 09¢t01
caC
WHC COUNT 1.6
REBC COUNT d. .94
HEMOOTLORIN L8.6
HOMATOCRIT 44.¢
MoV B8%.0
MCH 31.13
MCIG 35,2
RDW=LY 2.8
I'LATELET Couney 272
AUPG DIEPHRENTIAL
HEUTROFOTII % B2
LYMPHOCOVTE % 24
MONQCYTE % 9
ENSINDPHIL % ¥ 4
BASOPHIL % 1
NEUTROPHTL # 2.9
LYNDHOCYTE § 1.1
HONODCYTE 9 0.4
BOSINOPALL ¥ n.2

END QF REPORT

(4.5-11.0)
(4.20-8,90)
[13.9-16,3)
[39.0-55,0]
[80.0-100.0]
{25,0-3%,0)
[31,0-27.0]
[11.0-16.0]
[L30~350]

[10-7€1
(24-44]
[1.0.10.0)
[0..0-3.0]
10.0-1,0]
(1.90-0.60;
[L.00-4.80)
[¢.10-0.80)
{0.00-0.50)
[0.00-0.10)

[365-232]

[3.4-5.0]
{10-40)
[0-1.1)
[0.0-0.4]
16.0~R.0)
[90-126)
| 18=45)

M ET. LUKE'S REGIONAL MEDICAL CENTER
MRL §T. LUKE'S MERIDIAN MBDICAL CBWTER

1:56PM

PRINT TIME

MAY. 20.

X/UL
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MAY-20-2002 MON 01:58 PM MEULEMAN & MILLER FAX NO. 2083389712 P, 0b

‘Sent Oy: Idann Neurglogleal Burg Fa; 208 844 1331 May-20- L2 129PM,; Fage %/8
e Mal 2w 1U0riV3135 2002 ¢ Luke'g Medigal 200.230)1.4357 wice) [4) Poaga 1/1

5T, LURH'S MERIGIAN MEZNICAL CENTER Sl
DREARTMENT OF PATHOLOGY
520 5. BAGLE RD, MERIDIAN, IR 81642

20P
PENNIZON, CHRIS J PHYSICIANT 6210
noBr 10/09/1350 HEX: M FRIZEELL,R., TYLER
22659338 MA#1 5426153 222 N 2ND 5T EUITE 347
BOISE, ID
A37072
fBal491a COLLECTBD: 03/21/2002 15:07
ANA SCREEN - e *#PL: M
MNYPT-HUCLEMR ADB b POEITIVE
ofarancd range: WEGATIVE
rformed at Quest Dlagnoatics Incerpornted, San
Juan Capiftrano, Califernia.
ANMA, TITER & PATTERN /-H_._H **PL! M
ANTI-NUCLEAR AR TITER - a0
Refsrenca Langait <40
Univ: Tiear
ANA PATTERN ABHEODS

Tant parfermed at Quest Dlagnostles Incorperated, San
Juan Capletrano, California.

A poaitive AWNA rasult may be sean in a variety of diseanen and healthy
individuala. 1Ita ipterpretation dopenda on clipical findinga and
athar laborstory data.

BND OF REFORT
** DERFORMING LAD: M ST. LURE'S REGIONAL HERICAL CENTER
MRl ET. LUFE'S MERIDTAN MEOTCAL CENTER

pENNYSON), CHRTS 7
ohds/26/2402 10:06 FAGE 1

RECEIVED TIME MAY.20. 2:56PM PRINT TIME MAV. 20. Z:58FM




MAY-20-2002 MON 01:5%8 PM MEULEMAN & MILLER FAX NO, 2083365712
Sent By: Idahe Neurologacal Sur‘ge.'!t; 208 344 1331, May~20-c’z:29PM;
| A DA S Lupw D AvUadAal SWUB,30k.a33 7 Aomy (1]
T, Lia«E"E MERIDIAN MEDICAL CENTER &
DEPARTMENT OF PATHOLOGY
520 3., PAGLE RO, MERIDIAN, INY 83642
20P
OKNNIZSON, CHRTS T FHYSICIAN: G0
DOBr 10/00/1950  SEX M FRIZIELL,R. TYLER
22659338 MRE: S42815 222 W N0 5T EVITE 07
BOISE,ID
23702
Hid91n OOLLECTED: 03/21/2002 15307
ESR 2 [0-20] MM/HR
END OF REPORT
H+ PERFOHMING LABY M 3T. LUKE'S REGIONAL NMEDICAL CENTER
HR1 3T. LUKE'S MERIDIAN MEDRICAL CENTER
DENHILSOM, CHRIS J
03/22/2002 DAz3R PAGE 1

P,

Page E/8
Tage 1/}

kRpL:

RECEIVED TIME MAY. 20. 2:56PM PRINT TIME MAV. 20. Z:5HGPM
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"™ JUN-10-2002 MON 05:06 PM MEULEMAN & MILLER Fa¥ NO. 2083389712 P, 01

. FAX TRANSMISSION

CHIRIS J. & KATHERINE W. DENNISON
078 WEST HOLLANDALE DRIVE
BOISE, IDAHO 83709
(208) 658-0097
FAX {208} 658-0097(call in advanet)
E-muail: kainchrisd@msn.com

PAGES* FAX NUMBER TIME
TO: Nancy Deskins 2 407-819-6574
C.N.A. Appeals Commitee

TROM:  Kutherine W, Donnjson
DATI: June 10, 2002

RE: Chris J. Dennison, elaim no,; 2395634, policy no.83116494

Bocumwnts: Letier via e-nwil from Mike Richmond, Rural Telephone Co.

Mesgage:  Attached is an e-nil [rom Mike Richmond, Assisiant General Manager for Rurzl Telephone Company.
After repeated requests {from me for a clarilication of Chris® employment status, we reeeived the attached e-mail.
| ramaia at this point iu wtal confusion as w Mr. Richmond® s March ]2, 2002 satement to C.N.A reganding
“reasonable aceommodation™. As I have pointed out, that statement by Riclmond was malicious in nature and
fntended dr haem Cheis, Again, there was never an intention on his part or Rural Telephone’s o acconsmodaie
anything. Tuether, they eould not have accommodated him even If their intention was 10 help Chris,  Perhaps now
a irue piclhsre of the pature of this individual is clarified.

1 st also add tdat undl Seplember 2004 his carcer (Richmond’s) consisted of selling insuranee, Chris and I have
nunaped businesses for over 20 yeaes and both have DB.8. deprees in Business Administration from a very good
busivess college. W both have had extensive truining in buginess as well a2 human resources and nnderstand the
fiduciary dnty that woe bave w our employers with regard to sclions and statements we make on behalf of that
cmpleyer, Obviousty, M. Richmond needs w have 2 more ¢lear understanding of his dutics 10 his employer.

I faxed to you or May 31, 2002 a leter from D, Frizecll staing that Chris could not work., 'Would you please call
me o confinm your receipt of that fax at 208-342-6060,

I will also add varee again - my husband i3 4 very il man. If he wiere give a choics, he wounld work, He ¢an not,
[ thank yon in adyance for your immediate respansg, Ume is of the essence.

* Tcluding cover sheet,
FLAK ATHERINSPax Trawnisiong TS 302 wad

CONVINDENTIALITY NOTICH

T INFORMATION CONTAINED 1IN THIS TACSIMILE IS CONFIDENTIAL INFORMATION OR ATTORNEY
WORK PRODUCY OR BO'TLE AND IS FOR T1E EXCLUSIVE USE OF TIHTG INTENDED RECIPIENT LISTED AROVE.
ANY RUADING, DISCLOSURE, USE OR REPRODUCTION OF THIS COMMUNICATION OTHER T1IIAN BY THE
INTENLDEY RECTPTENT 15 PROUITED. IF YOU HAVE RECRIVED THIS COMMUNICATION IN ERROR, PLEASE
HOTIFY US BY COLY ECT TRLEEPHONE CALL IMMEDIATELY AND RETURN THE COMMURICATION TC US VIA
LINVELDD 5TATES MATL.

RECEIVED TIME  JUM.1@. 651 53PM
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TELEPHONE COMPANY

Ocar Chris,

This letter follows your request for reconfirmation of your employment status, |
will forward copies of my correspondence of March 8 and 29, 2002, to you, along
wilh the original of this communication. As | advised you on March 8 and again
on March 29, | understand that your employment terminated effective March 6,
2002, when you used up your accrued sick leave and vacation time.

Sincerely,

Michael T. Richmond
General Manager

RECEIVED TIME  JUM.1@. B S3EFM

. 02




" JUN-11-2002 TUE 01:53 PH MEULEMAN & MILLER FARY NO. 23%%389712 P. 01

FAX TRANSMISSION

CHRIS J. & KATIIERINE W, DENNISON
9975 WES1 1IOLLANDALE DRIVE
BOISE, IDAHO 83709
(208) #58-0097
FAX (208) 638-0097(call in advance)
E-mail: katnchrisd@msn.com

PAGES* FAX NUMBER TIME
T Nuncy Desking 2 407-919-6574
C.N.A, Appeals Conmittee

FROM; Kalicrine W. Deanison

DATI:
RE: Chris J. Dennison, claim no.: 2395634, policy no.83116494

Docaments Attached: A leuer from Dr. R. Tyler Frizzell dated

Message:  Attached is a letier from Dr. Frizzell regarding my husband’s health. I am handling
the appeal process because of the gravity of his illness. IbLope this assists in a positive and
speedy result of the appeal. I also want 10 emphasis not only is my husband very iil but I have
Muliiple Selerosis; [ am the accounting manager for a very busy law firm, Iam the sole care-
giver for my hushand. ‘The addirional steess created by the entire situation is having a negative
affect on 1y health. Again, T thank you in advance for your immediale respoase, ume is of the
CSSCRGE.

* Tncluding cover sheet.
1WA TR e Transin st 1S [owpd

CONDIDENTIALITY NOTICE

TG INFORMATION CONTAINED [N THIS FACSIMILE 15 CONFIDENTIAL INFORMATION OR ATTORNEY
WORK PRONUCT 0% BOTH AND 15 FOR TIE EXCLUSIVE USE OF THE INTENDED RECIPIENT LISTED ARQVL.
ANY READING, DISCLOSURE, USE OR REPRODUCTION OF THIS COMMUNICATION OTHER TIHAN BY THE
FTENDED RECIEIENT 15 PROFIBITED, 1T YOQU LIAVE RECEIVED TIS COMMUNICATION IN ERROR. PL.EASE
NOTIEY US 1Y COf LECT TELTPITONE CALL IMMEDIATELY AND RETURN THE COMMUNICATION 10 US VIA
UNYI3PY STATLES MAIL,

RECEIVED TIME JuM.11. 3 aePmM




JUN-11-2002 TUE 01:59 PH ME'"EMAN & MILLER

sent By: Idaho Neurclagical Surg FA;

IDAHO NEUROLOGIC u_,“'él»’«lmcﬁn\g PA.

May 21, 2002

LR

Re: CHﬂgi.}Den nison

208 344 1331;

FAX NO. 2223363712

May-za. 2:19Pu;

P 02

Fuge &1 &

TO WHOM T MAY CONCERN:

Doucas E Swimi, MO

Chrorinen Amtpwnn Bosnt O MEURILTCAL SUNZERY

R, Tvier Frozzel, MO, P, D.

L e ATION Euicmy AmMERILAn Bty of Meci oo sl Sumcimy

Mr. Dennison has been undewln"mhcare for low back and cervical neck surgeries. The

patient is disabled from
with accommadations.

studies.

Sincerely,

R. Tyler lrizzell, M.D.

R.TF/cgs

222 NuR i pEono Siaeer, Sung 07 o

RECEIVED TIME

JUNL L1, 31 46PM

Buosg, Tuaing BIT02 «

fris spin"gc fidition and s not able to work. He is not able to work
'he patiéfit also has rheumatological disease with positive lupus

gy
Y o

!

{208] 344-1000
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CLAIM ANALYSIS RECORD
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INSURANCE IN TOUCH WITH BUSINESS

P.O. Box 25939 Tabatha Kirke

Overland Park, KS 66225-5939 Disability Benefits Specialist
Telephone 1-800-303-9744 ext 5860

Fax 913-661-7777
May 15, 2002

Chris Dennison
9975 W Hollandale Drive
Boise, ID 83709

Claim No: 2395634

Policy No: 83116494

Underwritten by Continental Casualty Company

Services provided by CNA Group Life Assurance Company

Dear Mr. Dennison:

We have received your letter dated May 2, 2002 requesting that we reconsider our decision to
deny future benefits on your claim. Along with your letter requesting reconsideration, we received
a copy of a letter from your doctor and one from your employer to you regarding your final pay
summary.

The letter we received from your doctor does not provide additional medical documentation that
would change our decision of 3/15/02.

Because our decision to deny future benefits has not changed, your claim is being forwarded to
the Appeals Committee. The Appeals Committee will advise you of their decision within 45 days
of receipt of your recent letter, The Committee will notify you in writing if additional time will be
required.

Sincerely,

Tabatha Kirke
Disability Specialist

Cc:  James Martell
Rural & Pend Qreille Telephone Co.
704 W Madison Ave
Glenns Ferry, ID 83623



Kirke,Tabatha D.

From: Barnum,Brlan K,

Sent: Wednesday, May 15, 2002 12:25 PM

To: Kirke, Tabatha D.

Subject: FW: Copies of criginal appeal letters, E-Mail 1 of 3

original leter of appeal. EE claims to have sent this information on 5/6/02 and someone signed for it. | never received
anything & told him his appsal will be handled from the 5/14/02 receipt date. He verifisd that he sent 3 two page faxes
yesterday and the belos letter which consists of his entire appeal. Will bring file to you.

——0riginal Messaga——-

From: Chris DENMISON [SMTP:katnchrisd@msn.com]
Sant: Tussday, May 14, 2002 4:34 PM
To: brian.barnum@cna.com
Subject: Copies of orlginal appeal lettars, E-Mail 1 of 3
Brian,
The files would not E-Mail all at one time. the rest are to follow.
Thanks for your help.
W ]
CNAAppesILIrdog

Chris




May 2,2002

Mr. Brian Barnum “SENT VIA FEDERAL EXPRESS"
Disability Benefits Specialist

C.N.A. Insurance

P.O. Box 25939

Overland Park, K5 66225-5939

RE: Appeal of C.N.A. declination of long-term disability benefits, Claim #2395634,
Policy #83116494,

Dear Mr. Barmum:

Attached is a letter from R. Tyler Frizzell MD regarding my physical conditiont and work
limitations. Please reconsider my application for long-term disability benefits. Because of
my physical limitations, 1 have not been able to work since February 1, 2002.

Additionally, there are two letters atlached from Mr. Mike Richmond, dated March 8,
2002 and March 29, 2002, wherein he states that the Company considers my last day of
employment with Rural Telephone Company March 6, 2002. In your letter dated March
15, 2002, you stated that on March 12, 2002 Mr. Richmond said they “will make any
reasonable accommodations to accommodate hig physical condition”. I submit that this
offer was without sincerity and contradictory, as evidenced by the date of Mr.
Richmond’s first letter dated March 8, 2002 and your telephone conversation with him on
March 12, 2002. The Company effectively terminated my employment before your
conversation with him.

If you have further questions or if there is anything I can do to accelerate the processing
of this claim please call me at home, 208-658-0097. Time is of the essence because a
delay will canse severe financial hardship. Thank you in advance for your consideration
and assistance in this matter.

Best Regards,

(o |

Chris .I T son, CPA



w 208-658-0097 te 913-661-7777 at 5/1%‘002 3:50 PM 001/00z

PhoneTools
)
'B'\(/-RP Phone: 208-658-0097
Tefrmare Fax: 208-658-0097
Message :
Form Atftached
From: To: CNA Insurance
Chris J Dennison, CPA Mr Brian Barnum
Date: 5/14/2002 Page(s): 2

RCCEIVED TIME WMAY. 14, 4:37PM PRINT TIME MAY, 14, 4:.40PM




FrEam 208-658-0097 to 913-661-7777 at 5/132':’“"2 3:50 BM 002/003
- Ioario Neusou@h. & Surctav:

‘Dalcuas E. Smity, MD.
Bosnp o NesDLOGICAL SuRGERY.

TYLER FRizzew MDD,
yoes i B o .




208-658-0097 te Bl3-661-7777 at 5/1&(‘“2 3:58 PM 001/00:

PhoneTools

D)
B\(/‘RP Phone: 208-658-0097

refitwars Fax: 208-658-0097

L
]
Message
Form Attached
From: To: CNA Insurance
Chris J Dennison, CPA Mr Brian Barnum
Date: 5/14/2002 Page(s): 2

RECEIVED TIME MAY. 14, 4.45PM PRINT TIME MAY.ML. 4:48FN
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208-658-0097 toe 913-661-7777 at 5/130”2 3:54 FM 001/00:

PhoneTools
)

refiwern

Phone: 208-658-0097
Fax: 208-658-0097

Message :

Form Attached

From: To: CNA Insurance
Chris J Dennison, CPA Mr Brian Barnum

Date: 5/14/2002

Page(s): 2

RECEIVED TIME MAY 14, 4:41PM FRINT TIME MAY. 14, 4:44FM



Frpm 208-658-0097 0Nn2 3:54 PM 002/00;

1:691}661-7777 at 5/1‘

CRECEIVED TIME.
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INSURANCE (N TOUCH WITH BUSINESS

P.0. Box 25939 Brign Barnum

(werland Fark, KS 66225-5939 Disability Benefits Specialist
Telephone 1-800-303-9744 KC ext. 5862
Fax 913-661-7777

March 15, 2002

James Martell

Rural & Pend QCreille Telephone Co
704 W. Madison Ave

Glenns Ferry, 1D 83623

Re: Claimant: Chris Dennison

Policy No. 83116494

Claim No. 2395634

Underwritten by Continental Casualty Company

Services provided by CNA Group Life Assurance Company
Dear Mr. Martell:
This is to advise you of the status of Mr. Dennison’s Long Term Disability claim.
Based on a thorough review of the information in his file, we have denied his claim for benefits.
We are unable to provide you with specific information in accordance with state privacy laws.
However, a detailed explanation of our decision and his appeal rights have been sent to Mr.
Dennison.

Should you have any questions regarding this claim please feel free to contact me.

Sincerely, M
&,f‘u:)h

Brian Barnum ALHC, AlAA, ACS
Disability Specialist




INSURANCE !N TOUCH WITH BUSINESS

P.0. Box 25939 Brian Barnum

Overland Park, KS 66225-5939 Disability Benefits Specialist
Telephone 1-800-303-9744
Fax 913-661-7777

March 15, 2002

Chris Dennison
9975 W Hollandale Drive
Boise, ID 83709

Claim # 2395634

Policy # 83116494

Underwritten by Continental Casualty Company

Services provided by CNA Group Life Assurance Company

Dear Mr. Dennison:
This letter will acknowledge receipt of your claim for Long Term Disability benefits.
Flease refer to your policy under the section entitied "Occupation Qualifier” which states:

“Disability” means that during the elimination period and the following 24 months,
injury or sickness causes physical or mental impairment to such a degree of
severity that you are: 1. continuously unable to perform the material and
substantial duties of your regular occupation; and 2. not working for wages in
any occupation for which you are or become qualified by education, training or
experience,

You are claiming disability due to back pain. A review of your claim was based on information
contained in your file including medical information from Dr. Dallas Peck, Dr. Ralph Yeakley and
Dr. R. Tyler Frizzell.

On the Physician's Statement completed by Dr. Frizzell under the section entitled “Physical
Limitations” he states:

» No lifting, pushing or pulling over 5 pounds
« No prolonged standing or sitting
» Only occasional bending/twisting

On March 12, 2002 we contacted your employer who stated your occupation as a controller is
strictly a sedentary job. Mike Richmond stated they "will make any reascnable accommodations
to accommodate his physical condition.” He also added that allowing a sit and stand at will option
is not a problem.



To summarize, the only limitation given by Dr. Frizzell that would affect your occupation is no
prolonged standing or sitting. As stated above, this limitation can be accommodated by your
amployer.

Therefore, based on information on file, there is a lack of medical information to support a
functional impairment which would preclude you from performing the material and substantial
duties of your occupation as a controller. Accordingly, we are unable to honor this claim for
disability benefits.

If you disagree with our decision, you have the right to appeal under regulations specified by the
Employee Retirement Income Security Act (ERISA) 1974 as amended.

If you have additional medical information not mentioned above or wish us to reconsider our
decision, you should

» submit your formal request for reconsideration in writing to my attention within 180 days of
the date of receipt of this letter

» addressed to Attn: Brian Barnum

Commercial Claims
P. O. Box 25939
Overland Park, K5 66225

s Include your claim number and policy humber on any correspondence.

Qur decision will be reconsidered at the time of receipt of your information. If this information
does not alter our decision, you will be informed of this and your claim will then be submitted for a
formal appeal review. A ruling will be issued within 45 days of receipt of your request for
reconsideration as mandated by the Employee Retirement Income Security Act (ERISA) 1874 as
amended. This regulation allows an additional 45 days to reach a decision if necessary, however
you will be notified within the first 45 days if this review will require an extension of time to reach a
decision. This decision will be in writing and mailed directly to you or your representative. You
have the right to bring a civil action under §502(a) of ERISA following an adverse decision on
appeal.

Appeals received later than 180 days may not be considered.
Should you have any questions in connection with your claim, please feel free to contact us.

Sincerely,

Brian Barnum ALHC, AlAA, ACS
Disability Specialist




ER Interview for Chris Dennison

Called Susan Case and conducted ER interview far Chris Dennison on 3/7/02.

Verify the last day worked for Mr. Dennison? 2/7/02
Did Mr. Dennison miss any time prior to LDW for this injury? NQ, not that | know of.
If so, what exact days did she miss®?

Does Mr. Dennison have an estimated return to work date set? He told us, he does
not have an anticipated RTW date.

Did Mr. Dennison have any work issues (ie, waork history, upcoming events)? NO

What did Mr. Dennison’s job consist of? Controller — Prepared all of our
spreadsheets, took care of all the correspondance with the federal & state agencies,
accounting supervisor who had 3-4 people under him. Perform all the financial
audits. He had a 2 and ¥ to three hour commute total each day. Straight desk job.

He mentioned he had to move boxes as part of his job. Was it part of the job? That
is not necessarily part of his job, but we would have accommodated that if

necessary.

Would you be able to accommodate a sit & stand option? | feel we would be able to,
but Mike Richmond is the person to talk to there. He is ouf of the office right now,
but | can have him call you in a couple of hours..

. Verify Mr. Dennison's salary. $73,542.00 divided by 26 weeks.



fou’ 05522, ® 2245l
LTD EMPLOYER'S STATEMENT

CNA Insurance Companies o e S Eg
For All the Commitments You Make' EB 1 ] Z 0{]2 F 0-303~9744 D ‘ (‘;_2‘. FEB ! 2002

- 0L

INSTRUCTIONS TO EMPLOYER: Complete the Emnﬂbﬁﬂ"%m & attach job dascnptinn Instruct employes to complete
Employee's Statement and have Physician's Statement comple Mail the forms so that they ARRIVE at ieast 30 days before the end (/ Z; )

of tha elimination period.

Name (Last, first, middle initial) Telaphone No. {Include Area Code) Date of Birth
Dennison, Chris J (208 ) 658-0097 10/09/5Q
Address (Street number, city, state, zip code)

9975 W Hollandale X¥® Dr, Boise, ID 837085

Date Employed Effactiva Date of LTD Coverage S5N Employea Class
07/01/97 08/01/99 552-64-7849 Salary, Mgs
Fercantage of Employer Contribution LTD Premium pald with Is the employ'ée tinuous since the.
Toward Disability Premiom: 100% | ElPreTax [ PostTax | original effective date? LA ¥es (] No
How is the employee paid? Pay Frequancy:
O Hourly Salary {J Salary Plus Bonus [ Monthly [ Weekly [ Bi-Weekiy (1 Monthly (5} Semi-Monthly
U] Commisgions Onty 1) Other:
Basic Eamings as of last Number of regularly scheduled | Effective date of reported salary Cccupation
day worked: 65,129 mos | hours perweek: 40 orwage: 12/31/01 Cantraller
Duties: {inciude physical activities, hazards and skil's required.) Attach job activities statemeant or job description.
accounting for 7 entities, supervise 4 to 7 employees, maintain general
ledgers,on computer, create management reports, communicate with PUC!
accountants, attorneys, copsultamis, re: audits, rate cases, general Lusine
Date last worked prior to current Has Employee worked part-time or partial dutles since disability began®? L] ves @ Np
disability o /01402 {If Yes, explain on raverse side)
Is disability dué to Injury sickness arising out of Has employee retired? []Yes ﬁ Haz employee terminated?
employment? [ Yes [ No {If Yes, send copy af Rapartof | No 1 ves X Mo
injury form.) IfYeg, InpuiDate: ___ /[
Workers' Compensation? Armount of Benefits Date Benefits Began Date Benefits Paid Through
[ Yes @ND $ Par
Name and Address of Workers' Compensation Carrier
W/C Claim #:
Adjuster:
Phone #:

Please Indicate any banafits your amployes has received or is entitled to receive during this disablitty. This would include but
not be limited to company sponsored short-term benefits. State disabliity banefits, sick pay, salary continuance, commissions
and / or bonuses.

{ sick Pay [ State Disability Income {3 STD Other Sources (Explainy: 3 weeks wvacation

L] Amount d Benefits: § Per 8 days sick, 15Edays vacations @ $34.62 per hr
Data Banefit Bagan Date Benefit Paid Through | If more than one source, please list on back.

02/04/02 90 Days 90 _davs inrcindes sick & vacation

Emplayer/ Policy Holder's Name compat pal.d Palicy Number Tetephone No. {Include Area Code)
Rural & Pend Oreille TeEepKone Co SE 83 rrodell . {208 ) 366-2614

Address (Streat numbaer, city, state, zip code) g‘_‘% ‘ \ T L\@
704 W Madison Ave, Glenns Ferry, 1D B

pleted By (Signatura) Tithe Date
/\7% Zﬂ PRESIDENT 2o =
G4116208-C ~ onling Version o Revised 8/00

/




GROUP LTD-AND LIFE WAIVER OF PREMIUMCLAIM FORM

m PART A— STATEMENT OF EMPLOYER
Claims Customer Service: 1-800-303-9744

Contingntal Casud'try Company { Disability)
Conrinental Assurance Company (Life)

Instructions:

Complete the Employer's Statement

Inclade Enroliment Form(s)/Beneticiary Designation(s)

Attach Job Description including any physical demands

If Worker's Compensation - include Notice of Injury, Wame of Cartier and Tclephone Number

[f Accident - include copy of Accident Report

[f Contributory (Employee paid) - incinde Proof of Premium Deductions

Instruct Employee to complete Employee’s Statement and have Physician’s Statement Completed
Mail the forms so that they armive at least 30 days beforc the end of the LTI elimination period

Name of Policy Holder/Emiployer (as it appears on your policy): Employee Name _ Chris J Dennison

& Pend Oreille .
—Rural Telephone Compantes Social Security # _202-64-7849

Starug O Exempt L] Hourly

Policy MNumber({s) Effective Dates(s) O Non-Exempt XX Salaried
LTD#SR~83116494 08/01/99 Monthty Salary $__ 6,129
Lifi: # Hourly Rate ¥
LTD: Employer Contribution 100 % Effective Late of Reported Salary 12/31/01

X1 Pre-tax [ Post Tax

Date of Tlire 07/01/97 Amount of Life Insurance:

Occupation __Controlley
AZ Full-Time  [J Part-Time
No.ofHours AvVerage btw 10-15 hours daily

Last actively st work date__ February 1., 2001 =

Basic §

Supplemental (if gpplicable) §

Retam o work date N/A Voluntary (if applicable) %

{if applicable)

Termination Diatc N/A

(if applicablc) Total §

Is Employee receiving any other weekly or monshly income? Oves Xk no

Pension / Retimment — Date Started Date Ended

Worker’s Comp. Date Started Diate Ended

STD (Short Term Disskhility) Date Saned_S893Y8 ARdits: 15 davspypgation @%34.82, pgr hour

Paid Sick Leave Date Started Pabraazy 4 2001 plus 67 days for company paid s/t qisb

G e [ 5.1 5

Trustee or Employer Represcnrative (Printor Type) __Iamos B Martel] i L/T starts.

Address 704 W Madison Ave, Glenns Ferry, ID B3623

pac_ LS B2
o o
D200 e3ffa?2hld 00 Fux208-90K-27KH15 Email Nong

Signaturs

Phone (

Page 1 of 3 LI-{001-A



® RURAL TELEPHONE COMg
Position Descriptio

Empioyee: Chris J. Dennison Tithe: Controller

Office Location: Glenns Fexry Department: Finance/Operations

Reports to: James K. Martell

The overall objective of my department is:
To optimize company performance by enhancing operational and financial workmanship.

My major function is:

To plan, direct, coordinate and comtrol the financial & accomuting department. Assist with all lines
of business, including subsichary activities, by interpreting and implementing the objectives of the
President and Board of Directors. Assist the President with Company managemen.

In order of importance, the principal responsibilities:

1. To safeguard the Company’s assets and fairly record Company liabilities by managing alt
accounting and financial operations, inclading: establishing operating procedures, Company
policy, billing, receipts, dishursements, accoumting and financial record keeping and reporting,
budgeting and cash flow management, recommend apd administer investments, and assist our
cutside accountants, attorneys and consultants in representing us to government regulatory
agencies.

2. Assist in training managers and staff for greater productivity, accuracy and timeliness.
To assist in scheduling and conducting annual staff performance reviews and recommend
financial reviews when needed. To schedule, perform and submit my personal performance
review annually, at my hire date anniversary.

3. Help deternmine new business and Company objectives. To daily administer intemal operations.

4. To hold down expenditures and preserve the economic welfare of the Company._ To preserve the
confidential nature of the company’s business and adhere to the highest ethical standards and
loyalty when representing and dealing with the company, customers, other companies and other
employees.

5. Meet with the management committee & Board of Directors as needed. To perform any other
tasks and duties that may be permanently or temporarily assigned to me from time to time.

Agreedto: (' WL, 1T QAscresd b, Date: lz.?lﬂ/m

!
Approved by: Date:




o
INSURANCE IN TOUCH WITH BUSINESS

P. O. Box 25939, Overland Park, KS 66225-5939 Tabatha Kirke
Disability Specislist
Commarcial Accaunts Claims

Telephone 913-661-5860
Facsimile  913-661-7777

2/19/02

FAX COVER SHEET

RECIPIENT'S NAME: Susan

COMPANY: Rural and Pend Oraille Telephone Co.
FAX ACCESS NUMBER: 208-366-2615

NUMBER OF PAGES: several

CLAIMANT NAME: Chris Dennison

CLAIM NUMBER. 2395634

Here is the info you requested. We will turn this into an LTD claim as your STD
coverage was terminated effective 1/1/02.

Give me a call if this is wrong or you have any questions.

Tabatha Kirke



FEE.13. cWke  11:odmt GRS GRUDE BEMED Lis EIVIET= budo

@ Mo € -—)C ‘ L AL

701C " Short Term Disability Claim

mnﬁemmn&‘ \Ul O”Ol ) #L;:f’(’/) £y (o f&/
INSTRUCTIONS: Complete Part | of ﬂ1|s fom-l p:c;r' hort Term htllty guidelines. When forwarding the form to your

employee, inchide a self-addressed envalope. If you have any questions regarding completion of this form, please
contact the CNA Claim Pronessmg Cenler at 1-800-303—974&

Emphyer's an}g [oiw s LI Policy Nomber
RuraliTalaphqne Companys SR:(&_BHESS W
Location Class Date of Hirc Effwctive Date of Coverapes | Employwr Contribotion:
Glenns Ferry, ID. 07/01/97 01/01/2000 -1.0.0% O Pro-tax [ Posr-tux

Employess Name ? Ocenpation

Chrig J Denniscn | Coptroller

Ewplayce’s Address ‘ Employet's Phone Namber
9875 W Hollandalelnr, Boise, ID B3709 208-658-0097
Diate of Birth Sociak Setwrity Number | Salary Hourly Wage/Hoors Worked Dayt Ragularly Worked

10/09/50 | 552-64-7849 [§73,542 annually OsOM BT PwiTOFOs

Doex job require lifbng or earrying? | IF yox, indicstr maximom amommt of weipght required t be lifted or carried:

Yo LiNo 50 pounds

Bricily delcnbe employee's aﬂiﬁﬂﬂ mcnding majur phyrical demaends:
accoun j ing su ntral

Natmre of Disabillity : 1z Thie a Work Redsted Disabilicy?
Back Pain O Yes {1 No

Is amployee receiving or entithed to I yes, indicare the soares and amonnt the emplayee Js receiving:

receive other benefin? [ Yes @ Mo

Day Last Worked l ; l "7 | Date Employeo Exgacted ta Return to Work Sick Bank Faid Throwph

L e 36 hours left

Company Contact Nawm# ‘ Title Work Talephone Number

Jameg R Martell Prasident 208 -366-2514
Contact’s Sigarture ' Date

Your errdlng physician should oomplte part LIl of this form.
Dwelay in subrmitting thiz form could mterrupt continuation of your benefit payment.

| hereby authorize any physiclan, hospital, employer, insurer, or other organization or p#rson having any records,
dates or information concemning me to furnish such records as may be requested by CNA or thelr authorized
repreaentative. '

EMPLOYEE SIGNATURE , Dare



¢ % t COMMUNICATION RESLLT REPGRT [ FER. 19,2007 3.03FM ) x x
171 CNA GROUP BENEFITS

FILE MODE QPTCN ADDRESS (GRCUP) RESULI““““—T@E“_
:66é MEMORY TX 812083662615 0K h/5
INSURANCE IN TOUCH wiTH BUSINGSS
P. O. Box 25939, Overland Park, K5 662255930 Tabatha Riks ,

2/19/02
Telaptone $13-661-5880

Disabifty SpaciaNst
Comemercial Accounts Claimz
Fagzimile  913-661-7777

FAX COVER SHEET

RECIPIENT'S NAME: Susan

COMPANY: Rural and Psnid Orallie Telephone Co.
FAX ACCESS NUMBER: 208-286-2615

NUMBER OF PAGES: saveral

CLAIMANT NAME; Chris Dennison

CLAIM NUMBER.: 2395634



FEB.13.2802 11:34AM CHA GROUP BENEFITS MNO.5B1 P.17
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2010 O _ Short Term Disability Claim
INSTRUCTIONS: Complets Part | of this form per Short Term

A 7 S/
0O :L # 43956 3 '(/
employee, include a self-addressed envalope. lf you have any questions regarding completion of this foim, please

sablllty guidelines. When forwarding the form to your
contact the CNA Claim Processing Center at 1-800-303-9744,

Employer's Nan'n:g P O M ) Pollcy Number
RuralATelaphone Companyglf? S
Locaiion Claxy Date of Hire ElNfective Date of Cov Employer Comiribution:
Glenns Ferry, IO 07/01/97 £01/01/2000 2.00.% ClPre-tax CTPost.max
Employce's Nams 1 Oocupation
Chrig J Denniscon ! Coptroller
Ewmployce’s Addross ' Employec's Phone Number
9975 W Hollandale (Dr, Boise, ID 83709 208-558-0097
Date of Birth Bocial Secayity Number | Sulary Howrly Wage/Houxs Werked | Dayr Regulazly Worked
10/09/50 552-64-784% $73,54¢ annually Os¥XM Br AwOT1XIF s
Does job requirs lithng or carrying? | If yeg, indicate maximom amoant of weipht required to be liftsed or caried:
GkYes [INo 50_pounds
Bricfly dl.'m'ibe emplnyte’l Hdﬁliﬁ including reajor physical demands:
ceoun iin 84 r on
Natare of Disability . 1x Thiz » Work Related Disahility?
Back Pain O Yes £ No
Is mployee receiving or entitled to If yes, indicate the sodrce and amowit the mployee ks receiving:
recetve other henefitg? [ Yoo [Q No
Day Last Worked l l 1, Date Employes Expected to Reenrn to Work Sick Bauk Paid Throagh
WGV | e e 36 hours left
Company Contact Name ‘ Title Work Telephone Number
Marteil . Pregident | 208-366-2614
Contact’s Signature ' Date

Your nding physician should mmplt pﬂrt I of this form.
Delay in submitting this form could interrupt continuation of your benefit payment.

| hereby authorize any phyaiclan, hospital, amployer, insurer, or other organization or pareon having any records,
dates or information concerning me to fumish such records as may be requested by CNA or their authorized

reprosentative.

EMPLOYEE STGNATURE Datr

. C;npplnie D:ngnnﬂl with Cnmp]‘icaﬂlms G l:l)' wag perfamled, plL- dn'ﬂn).
AN ided lpd-c«f(:.- Sund et
Wern ] Fo plr S rv 3

Was Patient Hospitalized? L vea' L] Ne Date Admn% 711 Date Dischurged

i % e did La {Tre

te o Allmre Condidon Trisa !llty Cnlllmeneﬂl nt
o g e Tyl e e
Expected Hetmrn tn Work Dates Can patient muma l‘ull duﬂes wpon returm 1o work? [ Yes Ld-Mo™ If no, please
m }4_ : explain:

Is Disability Duc to: Expocted Dato f#livery

O sickneas O] Injury O Wnrknahmd [] Pregrancy LM 1
Physicians Name and Address | Physictan's Telephone Natnber
. Tyler Fr:.zznll, M.D., Ph.D. 208-344-1000

el Simmnture te Physicinn’s FAX Num
ks ”H“"’ﬁi-—-/ &/7 /o o ?ba /33 /

E-T:QQI -¢7 Online versien Pleaie sitach snpporting doctunentartisn and/or test resnilts Revised 1100

RECTIVED TIME FEB 13, [0:45AM

Lay




B S
T =

February 8, 2002 FEB 14 appp

RESS” © ./

Mr. Mark Crnisler “SENT VIA FEDERA:
CNA Group Benefits
1420 5" Avenue, Suite 2005 &
Seattle, Washington 93101 ;\L
o Y < F

RE: Attached Long Term Disability Forms A, ,g‘
Dear Mk Co g

ear Mark: S g,?

Ms Trish Coba, from Seabury & Smuth, instructed me to furwar@e attached forms to
you. Included are the online versions of!

¢ Form LD-1001-A: Group LTD and Life Waiver of Premium Claim Form
¢ Form G-102063-A: Claimant’s Job Activities Statement

¢ From G-116298-C: LTD Employer’s Statement

¢ Form G-116299-B: LTD Employee’s Statement

¢ Form G116300-C; Physician’s Statement

I believe all of the forms are properly completed and signed, but since I have never
prepared anything like this, I'll need your help. 1 appreciate any assistance that you may
give. Trish requested that you call her when you receive the forms. Her telephone number
is 208-338-6457.

You can reach me at either of the following numbers, home — 208-658-0097 and cell
phone ~ 208-602-5791. T don’t know if I can continue work with the present pain levels
and medications, however, my work number 13 208-366-2614.

Thanks in advance fro your help.

Best Regards,

Chris J. Dennison



L FEB-@5~2082 12:47 ImI 2608 367742 P.al

. W. BROWN, MD 1. Q. KNOCHEL, MD
927 W. MYRTLE ST. C. H. COULAM, MD W. T. MURRAY, MD
BOISE, IDAHO 83702 1. C. DAVEY, MD D). R NEWTON, MD
M l* 1 l ( ; I {208) 367-7510 N, C. DAVEY, MD D. D. PECK, MD
IYIE, )_ _Jf\ | V. GARAREDIAN, MD L. M. SCALES, MD
IMAGING R R, J. GOBEL, MD I.T. SEABOURN, MD
Al J.T.HALL, MD P. D, TRAUGHBER, MD
Patient: DENNISON, CHRIS J Hosp, Sarv.: DXT - ZZA Dict. MD: DALLAS PECK, MD
MR #: 374376 Room/Bed: Req. MD: R. TYLER FRIZZELL, MD
Visit #: 202504940 P. Date: Req, MD; .‘
Date of Birth: 10/09/1950 Exam#: 750 Q/j* [t p 3’-"@
Job Number: 714719 Version: 1 Page 1 of 2 H(;m gyt ?/’f?
SCREENING MAGNETIC RESONANCE IMAGING STUDY OF THE ENTIRE SPINE WITHOUT

AND WITH INTRAVENOUS GADOLINTUM, 2/4/2002

HISTORY: Back pain and severe left lower extremity pain.

TECHNIQUE: Please refer to the MRI prescription sheet for details. Intravenous gadolinium (20 cc) was
administered as a part of this examination.

FINDINGS;

The patient developed nausea and vomited just after the intravenous administration of gadolinium. No other
symptoms of allergic type reaction,

CERVICAL SPINE: The overall alignment of the cervical spine is maintained. The vertebral bodies at C5-6
appear to be fused anteriorly. No evidence of disk herniation, overall spinal canal stenosis of neural foraminal
narrowing, is identified. There are changes of degenerative disk disease at C4-5 and C6-7 with mild diffuse
posterior disk bulges at these levels. The cervical cord maintains normal size, signal and shape throughout.
The craniocervical junction has normal appearance,

THORACIC SPINE: The normal alignment of the thoracic spine is maintained. Marrow signal is normal
within the visnalized bones. The thoracic cord is of normal size, signal and shape throughout, There are
changes of mild depenerative disk disease within the mid thoracic spine which are most prominent at T6-7 with
mild diffuse disk bulge at this level without evidence of overall spinal canal stenosis or neural foraminal
narrowing,

LUMBAR SPINE: The overall alignment of the lumbar spine is maintained. The conus is at the Jevel
of T12-L1, The visualized cord is of normal size, shape and signal. There are reactive marrow changes
adjacent 1o the end plates at L4-5 and L5-31.

Li-2: There is relative disk desiccation and mild disk height loss without evidence of disk herniation, spinal
canal stenosis or neural foraminal narrowing.

L2-3; There is a circumferential disk bulge supenmposed tiny posterior right paracentral disk protrusion
without evidence of overall spinal canal stenosis of neural foraminal narrowing,

L3-4; There is no evidence of disk hamiation, spinal canal stenosis or neural foraminal narrowing at this level,

PATIENT'S CHART




FEB-B3-20082 12:48 Irl o 288 367rodz P.B2

i
Patient: DENNISON, CHRIS 3 Hosp. Serv.. DXT -27A Dict. MB: L _LAS PECK, MD

MR, #: 374376 Room/Bed: Req. MD: R. TYLER FRIZZELL, MD
Vistt #: 203504549 F. Date: 02/04f2002 Raq, MD:

Date of Birth: 10/08/M1850 Exam #: 758757

Job Number: 714719 Version: 1 Page 2 of 2

SCREENING MAGNETIC RESONANCE IMAGING STUDY OF THE ENTIRE SPINE WITHOUT
AND WITH INTRAVENOUS GADQLINIUM, 2/4/2002

L4-5: There are postoperative changes from left hemilaminectomy and discectomy. A small amount of
enhancing tissue 15 present within the left lateral recess compatible with scar or granulation tissue, No evidence
uof recurrent or residual disk herniation is identified. The neural foramina are widely patent bilaterally, There is
no evidence of overall spinal canal stenosis at this tevel. There are moderate bilateral facet osteoarthritic
changes.

L5-51: There are changes of severe degenerative disk disease with disk desiccation and marked disk height
loss, There is a small broad based posterior central disk protrusion which results in mild to moderate left lateral
recess stenosis and possible mass effect on the traversing left §1 nerve root. There are postoperative changes
from discectomy at this level in the past with small amount of scar or granulation tissue which ephances in the
left lateral recess. No evidence of overall spinal canal stenosis or neural foraminal narrowing is identified at
this level.

OFPINION: CHANGES OF MILD DEGENERATIVE DISK DISFASE WITHIN
THE MID CERVICAL AND MID THORACIC SPINE AS DETAILED
IN THE FULL REPORT, WITHOUT EVIDENCE OF DISK
HERNIATION, SPINAL CANAL STENOSIS OR NEURAL
FORAMINAL NARROWING. THERE ARE POSTOPERATIVE
CHANGES FROM LEFT-SIDED HEMILAMINECTOMY AND
DISCECTOMIES AT L4-5 AND L5-51. AT L5-51 THERE 15 A
SMALL BROAD BASED POSTERIOR CENTRAL DISK
PROTRUSION WHICH RESULTS IN MILD TO MODERATE LEFT
LATERAL RECESS STENOSIS. MORE MILD CHANGES OF
DEGENERATIVE DISK DISEASE ARE PRESENT THROUGHOUT
THE REMAINDER OF THE LUMBAR SPINE.

DP:ar

D/D: 062/05/2002 07:02 DALLAS PECK, MD
T/ 02/05/2002 11:57

I#: 714719

T#: 14069929

CC:
R, TYLER FRIZZELL, MD

FPATIENT'S CHART

TRTO B @7




Thu dan 3! 07:14:47 2002 8t Luka's Medical 208.3831.4357 (Voaica) [0] Fage 1/1

- ' ‘.

BOISE RADIDLDGY GADUP, PA . . |II| ' . DEPARTMENT OF MEDICAL IMAGING
TOOD B. BUAT, MO ' BONE QENSITOMETAY
CHARLES A. CAARASCQ, MO ' ) BARAST IMAQING
ELAINE H. DANIEL, Mg COMPLTERZED TOMOUHARNY
RIGHARD H. LANE, MBI COMPUTERIZED ULTAASONQORAANTY
PETER A. LAHGHUA, MD | I H H DrAGN BETIC AADIGLO!
EAAIG E LEYMASTEA, MO REg ional Medical Center DIGITAL ANn‘l‘t\:)u.n.l.p::'

ATEYEM ¥. MARX, ND INTERVENTIOHAL RADIOLDAY

JAMES A, MAXWELL, MO Dapartmanl of Medical Imaging MADNETHC AEAONANCE MAGING
BAENT DO. HGLSON, HO NUELEAR MEDICINE

RAY M THORPE, MO 190 East Bannock Sliesl PEDIATRIC IMAGING
Baoise, Idaho 83712
Phone (208) 381-2415

BAX - ANDERSON PLAZA DIAGNOSTIC X-RAY
RALPH M. YEAKLEY, M.ID.

NAME: Dennison, Chris ) BILLING NUMBER: 000022605549
DOB: 10/09/1950 MEDICAL RECORD NO.: 0542615
ADM: 01/29/2002 DIS:  01/29/2002 ROOM: - PE/SVC:; O/AMI
DATE:01/29/2002

TWO VIEW LATERAL LIUUMBAR SPINE
CLINICAL DATA: Leg numbness. Tailbone pain.
COMPARISON EXAM: None.

FINDINGS: The dictation is based on the assumption that there are five lumbar-type veriebrae. Moderate L4-S1 disk
degeneration with marginal hypertrophic spurring and loss of disk space height is present. There is milder T11-T12 and
L1-L2 disk degeneration with some mild hypertrophic spurring. No spondylolysis or spondylolisthesis.

CONCLUSION: Mild thoracolumbar and moderate L4-S1 degenerative disk disease.
ELECTRONICALLY AUTHENTICATED

RALPH M. YEAKLEY, M.D. Jan 31 2002 7:15A

Boise Radiology Group

T LDM

d: Jan 302002 5:08P ¢ Jan 302002 10:51F
Docunent #881528 lob # 22970

CC: R. TYLER FRIZZELL

Page 1




Thu JTan 31 0%:24:03 2002

BOISE AADIOLOGY GROUP, PA
ToODA. uAT, MO
CHAALES R. CARRASCO, MO
BLAHE N, DAMIEL, MO
RAICHARD H. LAME, ND
PETER A. LANOHUS, MO
GAAIG £ LEYMASTER, MD
STEWEN ¥. NAAE, MO
JAMES A. MAXWELL, WD
AAENT 0. NELSGM, MO

RAY M. THCRPE, MO

5t Luke's Medical

“algt Luke’s
Regional Medical Center
Depantment of Medicat Imaging

190 Eact Bannock Street

208.381.4357

(Voles) [0)

DEPARTMENT OF MEDICAL IMAGING
GONE DENGITCMETRY

BREAST IMAGING

COMPUTERZED TOMGARARHY
COMPUTERZED ULTRASONOGRAPHY
EIAGNRSTIC AADIDLOGY

DIGITAL AR GIDORARHY
INTERVENTIDNAL AADIOLOGY
MAGHETIC AESONANGE INAGING
NUELEAR MESICINE

PEDIATAIC IMAGING

Page 1/1

Boise, idaho 83712
Phone (208) 381-2415

BAX - ANDERSON PLAYZA DIAGNOASTIC X-RAY

TODD B BURT, M.D.
BILLING NUMBER: 000022605549
MEDICAL, RECORD NO,: 0542615
ROOM: - PYT/SVC: O/AM]

NAMIE: Dennison, Chris ]
DOB:  10/091950

ADM:  01/29/2002 DIis:  0L/29/2002

DATE:01/25/2002
TWO VIEW LATERAL CERVICAL SFINE
CLINICAL DATA: Prior neck surgery. Arm numbness and neck pain.

COMPARISON EXAM: None.

FINETNGS: Surgical changes of prior C5-C6 interbody fusion is present and appears to be solid. There is mild to
moderate C4-C5 and moderate C&-C7 disk space narrowing with associated marginal hypertrophic spurring and disk

space loss. The spine is in normal alignment. No fracture or subluxation. The prevertebral soft tissues are
unremirkable.

CONCLUSION: 1) There is a solid-appearing C5-C6 fusion. 2) Mild (o moderate C4-C5 and moderate C5-C6 disk

degeneration.

BLECTRONICALLY AUTHENTICATED
TODLD B BURT, M.D. Jan 31 2002 9:26A
Roise Radiology Group

T LDM
d: Jan 302002 5:07P © Jan 302002 10.53P
Document #881522 Job # 22976

CC: R. TYLER FRIZZELL

Page 1




GROUP ﬁﬂimo LIFE WAIVER OF PREMIU'CLAIM FORM

m PART B - STATEMENT OF EMPLOYEE
Claims Customer Service: 1-800-303-9744

COMPLETE ALL INFORMATION & SIGN

Last Name ) First Name ] Middie Date of Rirt 3854

Dennison Chris James 10709 50| 552-64-7849

et Address (Street number, city, state, zip code) Emajl ,

P&%‘?ﬁ W I—iollandcale ODr, Bolse, ID 83709 M atnchrisd®msn. ¢om
Telephone Fax ] Em[i_\l’uyer Name

208-658-0097 Same, call first ural Telephone Company
Occupation/Job Title E{.Full-'l'imc 0J Part-Time

Controller

Dtz when you last reported forwark nm /4y /o . Date you retumed or expect Lo tetum to wotk _ pp /A

Date of First Medical Treztment for this condition 01/29/702 . -
Are vou now engaged in the duties of any occupation or endeavor for wages, profit or compensation?

U ¥es fediNe  Explain:

Wag an acordent mvalved? £ Yes [ No  [f yes, how did the accident occur?

Wete you at work when it happened? [J Yes  [] Mo

| If motor vehicle accident attach copy of the Police Accident Reporl.

Are yon receiving or have you applied for any benefits, sxrnings ot income other than those provided by your Employer?

O Yes ﬁ Mo If yes, please provide the name(s), address, phone number(s) of all companies providimg disability benefits:

Date Benefits began Dated ended
Marital Status [1Single [sfMarried L] Divorced L] Widowed List names and birth dates of spowse und ull dependent children

Katl . W D .

YFAUTHORIZATION**
Upon presentation of the originat or photocopy of this signed authunzation, [ authorize any medical professional, hospital or other medical-care
institution, insirance support organization, pharmacy, governmental apency, insurance company, group policyholder, employer or benefit plan
administrator to provide Continental Assurance Company/Continental Casuakty Company or an agent, attorney, cOnsimer reporting agency or
independent administrator, acting on his behaif, information concermning advice, care or freatment provided the patient, employee or deceased
named below, inctuding information relating to menral illness, use of drugs or wse of alechol. [ also authorize my employer, group policyholder
or benefit plan administrator to provide Continental Azsurance Compaty/Continental Casualty Compuny with fnancial or employment ralated
information. 1 atso hereby authorize the Social Security Administration to send a copy of the Award (including family awards, if any) or
Disallowance Notice to CNA Group Benefits, PO Box 946710, Maitiand, Florida 327946710 for Social Security Number: 35,2 =64 -7849
This information is required by Continenital Assurance Company/Continental Casualty Company to calculate my disability benefits under Claim
Number (to he eompleted by CNA)Y: . T undemitand that such information will be used by Continental Assurance Company
fContinental Casualty Company for the purpose of evaluating my claim for insurance benefits and that 1 or any authorized representative will
receive a copy ot this authorization upon request. This authorization is valid from the date signed for the duration of the claim. I agree that a
photographic copy of this suthorization shall be as valid as the eriginal. | know it is a crime to complete this form with information 1 know is falsc
or to omit anyCcts‘I kKnow are impgriant.
L ) .
\j l LMW Date C-_"r' ﬂ?/ﬂ&-""

— ** IMPORTANT NOTICE** !
Residents of all states EXCEPT FL, NJ, AZ  Any person who knowingly and with the intent to defraud any insurance company or other person
filey an gpplication for inyurance or settiement of clarm containing any materially false information or conceals for the purpose of misleading,
infortnarion concatning any fact material thereto comemits a frapdulent insurance act, which is 3 erime and subjects such persen to criminal and
civil penalties.
FLORIDA RESIDENTS: Any person who knowingly and with intent to injure, defraud or deceive any insurer files s staternent of glaim or an
application gontaining any false, incomplete or misleading information is guilty of a felony of the third degree.
NJ RESIDENTS: Any person who includes any false or misleading information on an application for an insurance policy is subject to ceiminal
and civil penalties.
ARIZONA RESIDENTS: For your protection Arizona law requires the following statement to appear on this form: Any person who knowingly
presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penallies.
I have read and I understang the ahove notice.

!

Signature

Due__ t;/ﬂ’r/ oz

= Enclose a copy of the accideat or police report, Worker's Comp. Contact, 1f applicable.

v A

Page 2 of 3 LL3-1001-A




CNA

For ARl the Contmsitments You Make”

gﬂ Insurance Companins LTD EMPLOYEE'S STATEMENT
1-800-303-9744

Company Name

Rural Telephone Compan[

— [

aK- SEE ATTACHED SUPPLEMENTAL STATEMENT

Marne (1.ast, irst, middie nitial) Telephone No_ (Inclios Area Gooe) Dater of Binth

| Depnison. Chris J. 208-658-0097 10/09/50
Home Address (Strect manber, city, stale, zip code) Bocial Security Number
9975 W Hollandale Dr, Boise, ID 83709 5572-64-7849

Maiing Address, If differand from Home Addrass (Sireet number, clty, state, 2ip code)

| 9975 W, Hoplandale Dr, Beoise, JID 8370%

Marital Stetus; if mamwd, Spouse’s Name & Birth Oate | Mumber of Dependent Birth Date of Younpest
Csingled Ivamiad [Dvorcad Clwidowed | Katherine 07/07/49 | Chidren: 0 Dependent;
Have you applied for of Sre you Apphied | Receiing | Date Applied For Amount Received
receiving benefits from: Yas No | Yes No Weekly | Monthly | Effective Date | Paid Thru Date
3. Soclkal Security |
b. Workers' Compensafion J ]
c. State Disability Insurance ]
d. Retirament or Pension D_%
8. Other L1 L]

“Pleass Altach coplex of lattars of notices relabedd to these Other Banefita

it due 0 imury. how and when did this accldent ocoin? Do it treated for this sickneos or

N N/A infry: 01/29/02

ow wwmmm reluming to work? Date last worked to current ©On what date wera you stile to or do
F Padg'r’i while perfortﬁﬂng dutﬂks 1n b sknessinjury: pror mmmmm’?;mm

List primary physicians you consulted because of this disability. (Use other side if necessary)

Physician's Nz Addreas Phona No. (Incl. Area Code) | Dates Treated

1R Tyler Frizzell M.D.Ph.Ds 222 N. 2nd St. #307, Boise |101/29/02

2. 2. Idaho, 83702, 208-344-1000 2 02/07/02

3 a 3

4, 4, 4.

5. 5, 5.

Li=t ali hosphal confinements for this disabllity. (Use other side if nacessary)

Name of Hospital Addrass Dats Canfined

important: The following authorization must also be completed by the Employee:

Upon presentation of the orginal or a photocopy of this signed authorization, 1 authorize any medical professional, hospital or other
medical-care institution, insurance support organization, phamacy, govermnmental agency, insurance company, group policyholder,
empicyer or benaft ptan administrator 1o provide Continental Casualty Co. or an agent, attomay, conzumer reporting agency or
independent adminisirator acting on its behalf, iInformation conceming advice, cang or treatment provided the patienf, employes or
deceased ramed below, inchading information relating to mental iliness, use of drugs or use of alechol. | also authorize my
employer, group policyholder or benefit plan adminisirator to provide Continental Casualty Co. with fmancial or employment-related
information, | alzo hereby authorize the Social Security Administration to send a copy of the Award (includirtg family awants, i any)

or Disaliowanca Motice to CNA insurance for Soclal Security Number: 552 _ R4 70849 . This information is required by

Continental Casuaity Co. to calculate my disahility benefits under Clalm MNumber;
| understand that such information wit be used by Continental Casualty Co. for the purpose of

avaluating my claim for insurance benefits and that | or any autharized representative will recelve a copy of this authorization upon
request. This authorization is valid from the date signed for the duration of the claim. | agree that a photographic copy of this
authorization shail be as valld as the odginal. | know it is a crime to complete this form with information | know is false or to omit

any facts | know are Important. CJ
Ciais T. DENSon S A Dwmicons  ox/ogfor
Name (Please Print) Signature =" [Date Signed

G-118298-8 — Online Version
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Chris J. Dennison, 552-64-7849
Rural and Pend Oreille Telephone Companies Policy SR-83116494
Form G-116299-B-Online Version, LTD Employee’s Statement
February 5, 2002

From April 1998 through Apri! 1999 1 underwent 5 back surgeries to alleviate continuous
extreme pain in both my neck and lower back. At that time through April 2001 1 believed
that the problems were cured.

Beginning in April 2001 through today the pain has progressed in frequency, duration
and intensity. I attempted to get by with over-the-counter pain medications. During this
time and up to January 29, 2001 T was working between 60 to 80 hours a week. Two
weeks ago the pain became so intense I returned to see R. Tyler Frizzell M.D. Ph.D., on
January 29, 2001, about the problem. He requested both an X-ray and an M.R.1. and
prescribed pain medication. I could not carry on with my job duties with the amount of
pain [ was experiencing. [ could not, and still can’t, stand or sit-up for longer than 10 to
|5 minutes without shaking from the pain. My arms and legs become numb and lose
feeling. When I attempt to stand up from sitting Tinitially lose my balance. I have no
feeling in my fingertips and toes. The pain from my neck causes migraine headaches,
causing an additional impediment to performing my job duties. I couldn’t, and still can’t,
function while performing my job obligations because of the pain.

My last day of work was February 1, 2001. T don’t believe I can continue within the
scope of my job responsibilities or any duties until the pain subsides. My understanding
is that medication will help but not cure the problem. My type of work requires a lucid
mind that cannot exist while under the influence of drugs, T can’t lift, I can’t sit, 1 can’t
stand and T can’t think well when taking the required medications or with a migraine
headache.

Dr. Frizzell indicated, from the tests, three different places in my spine and neck that are
causing the pain. We discussed treatment and a prognosis. From the discussion, long-
term disability appears to be the only way to allow me the ability to alleviate the
deterioration in my spine and some of the related pain. Tf T continue with my present job
requirements the problem will only get worse.

My wife has Multiple Sclerosis and is progressively unable to maintain our household. 1
am not able to help her or “take-up-the-slack”™ because of pain and related lack of energy.

1 approach long-term disability with trepidation because I enjoy my career and do not
wish to stop working. Saying that, T can no longer live with the pain or the collateral

incapacities.
Lol

Page 2 of 2




CNA

For All thy Commitments Yom Male®

DATE

CLAIMANT'S JORB ACTIVITIES STATEMENT February 7. 2002

NAME CLAIM NO.
Chris James Dennison -
JOB TITLE DATE LAST WORKED
Controller o February 1, 2001

EMPLOYER/COMPANY NAME

ADDHESS
704 W.

PHONE NUMBER
lenns Ferry, ID 838
don Avet' ~° °4

Rural Telephone Comp

DIRECTIONS: PLEASE ANSWER THE FOLLOWING BASED ON YOUR USUAL JOB ACTIVITIES IMMEDIATELY PRIOR TO YOUR

DISABILITY. IF THE ACTIVITY DOQES NOT APPLY TO YOUR JOB PLEASE MARK "“N/AY.

1.

Brief summary of your usual occupational duties prior 1o disability. Responsible for accounting

records for seven entities. Manage 2 departments, finance & billing,

supervising 5 employees. Accounting records are computeriza=d & requires

sitting for 10 to 18 hourzs .6 days a _week., work &

ting,

comitlaintg &£ rake cagse nronaration Please gee _attached jnh dF\Rr‘T'ipf'.'iDn‘

[AVERAGE NO. OF HOURS WORKED| [ WORK
PER DAY PER WEEK, INSIDE 100 % OUTSIDE % WITH PEQPLE 50 _% ALONE 50 %
| SUPERVISE
i5 90 Yestk No[] NUMBEROFPEOPLE 5.7 % OFTIME _100 _ .

Plaase circle the number ol hours per day your Jab reguires the following:

SITTING o 1 2 3 4 & & 7 8 10-12 hours
STANDING 0 1 2 3 4 5 & 7 8 1- 2 hours
WALKING 0 1 2 3 4 5 8 7T 8 1- 2 hours
DRIVING ,commuting 6 1 2 3 4 5 & 7 8 2.5 to 3 hours
b b iy 4 0 1 2 3 4 5 6 7 8
FLEASE SRECIFY OTHER:
Doas your Job require liffing or carrying? Yes __XXX .. No ... . |f yes, please complete the lollowing:
Distance
gccasgional # of Times/Day Carried 5-25 feet Circla # of hoursiday
0 - 5lbs, i e e mp e e+ e 0 2 3 4 5 § 7 8
5 = 10 Ibs. 0 1 2 3 4 5 & 7 8
10 — 25 Ibs, 0 t+ 2 3 4 5 B8 7 8

Types of Materials boxes containing papers and records 20 to 50 pounds. . . ...

G-402063-A



".' . “‘l..

5. Doas your Job reguire:

YES NC;
Language Skiis W O simple Complex _Fnglish  Hours PerDay _10-18
Arithmetle Skilts X U simple. Complex _Account ing Hours Per Day _10-18
Telephone Skills X 1 simple. Complex _Yos  Hours PerDay _ 8§-10
Public Speaking (d R Simple Complex _ ... — Hours Par Day I
Hearing E O - simple Complex _Yes  HoursPerDay . 8-10

Please list types of Office Equipment your Jobr requires:

Computers, printers, calculator, telephones,

6. Are You; AIGHT HANDEDR X OR LEFT HANDED [ ]

Ooes Your Job Require

YES NO RIGHT HAND LEFT HAND
Simple Grasping K O X (X
Pushing/Pulling L = (] . L]
Fing Manipulator X D X

7. Previpus Education, Training and Exparience:

EDUCATION: )
B.S. in Business Administration, Accounting Emphasis

TRAINING:

EXPERIENCE:

i i 22 a a rocemant. 17 years

accounting & busipess management.

3. Additional comments to clarify or amplify all the above...

! CERTIFY THAT THE ABOVE STATEMENTS ARE COMPLETE RELATIVE TO THE OCCUPATION FOR WHICH | AM
CLAIMING DISABILITY BENEFITS.

Signature: Date:  February 7, 2001




. . RURAL TELEFHONE CONVg

Position Descriptio
Employee: Chris J. Dennizon Title: Controiler
Office Location: Glenns Ferry Depariment: Finance/Operations

Reports to: James R. Martell

The overall objective of my department is: .
To optimize company performance by enhancing operational and financial workmanship.

My major function is:

To plan, direct, coordinate and control the financial & accounting department. Assist wrth all lines
of business, including subsidiary activities, by interpreting and implementing the objectives of the
President and Board of Directors. Assist the President with Company management.

In order of importance, the principal responsibilities:

1. To safeguard the Company’s assets and fairly record Company liabilities by managrog all
accounting and financial operations, including: establishing operating pmced\nﬂ, Company
policy, billing, receipts, disbursements, accounting and financial record kecping and reportmg,
budgeting and cash flow management, recommend and administer mvestments, and assist our
outside accountants, attorneys and consultants in representing us to government regulatory
agencics.

2, Assist in training managers and staff for greater productivity, accuracy and timeliness.
‘o assist in scheduling and conducting anmal staff performance reviews and recommend
financial reviews when needed. To schedule, pesform and submit my personal performance
review annually, at my hire date aammrversary.

3. Help determine new business and Company objectives. To daily administer internal operations.

4. To hold down expenditures and presexve the economic welfare of_t.heComp_my. To preserve the
confidential nature of the company’s business and adhere to the highest ethical standards and
loyalty when representing and dealing with the company, customers, other companics and other
employees.

5. Meet with the managenment mmmittee&BoardofDirwtm‘r:asmﬁded. Toper_forman'yoﬂ)er
tasks and duties that may be permanently or temporarily assigned to me from time to time.

Agreed to: (:}__,1% ‘\‘)~,Q . . Date: (s /13 EIE

Approved by: Date:
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. CNA Insurance Companies .
N 1-800-303-5744 !
PHYSICIAN'S STATEMENT

For ANl the Commitmernts You Make"

where space does not permit.

PLEASE PRINT - Use a separate sheet of paper to anawer gquestions

Patient’s Name Date of Birth
Chris J Bennison 10/09/50
Patient’s Address - Strest, City, State, Zip Cﬂdq Phane Numbear 6Arﬂa Code First)
9975 W Hollandale Dr. Boise, ID 83700 2RB-658~
Employer's Name Palicy Number
Rural Telephone Company SR-83116494
| heraby authorize release of Information on this f by the ph sician name un the reverse slde of this form
for the purpose of claim processing. Slgnature’ Qtatd g Date: € &> 77 §
1. HISTORY
‘ ) Progressively from 04/01 to date
{a) When did symptoms first appear or accident happen? onth __________ Day Year
{b) Date of first visit: Month ___01 __ Day 29 Year_(O 2
(c) Date you first advised patient {o cease work: Month . Day Year _
{d) Has patient ever had same or similar condition? Ovyes [INo

If yes, please state when and describe;

(&) Is condition due to injury or sickness arising out of patient's employment? Ovyes [ONo [OUnknown

2. MEDICAL CONDITION

{(a} Diagrosis: quW‘\ ‘/?CA&D L 5&"’3(.-4*“'5 Q)bg-;]r jumt{)af/@ﬁ'\/l(_d.( SW'C(“-TCFS

{b) Com;_;nlicatinns: Gionm v Yot necle s; e ¢ le pq‘[ " Lvoun Mmultele
Veom it S acvdevie

() Sympioms: C_.D hk‘[ (_&W.{- Dt"} @l/ﬁ('_n,u b, Hf\ [._--\\-w—lncv S[D:UM-P

-E_ | "M AP ol Y v j
{d) OBJECTIVE FINDINGS (Please attach reparts including x—rays,?(G's. Lab Data and any clinicat findings):
+ SCE"‘FEV\TV") < Pivve N T S et

3. NATURE OF TREATMENT
(a) What are the treatment plans? "\ eds , fonsSty v Aowe Ay eod un@u—u""l'
(0) Surgery: o £, ader S wreger

(¢} Medications: ~ - - & e d v

(d) Has this person been referred to another physician? LlYes @1(]0/
Name and address af this physician:

(e} Date of last visit: Month L Day _ 7 Yoar <& <

(M s further traatment required? @@ vt Cvosee & Feo-e e L (Mpam g2 3

(G-116300-C Oniling varsion Revisad B/00




‘..

4. PHYSICAL LIMITATIONS
What are the specific imitations (i.e., lifting, standing, stooping)

o 1:4‘\‘W€7 , f gff\:mc_, 6w ﬂLL.”L“‘u-\ Lves YR

f\)fﬁ f'f'x:;f(:wwﬂeé Glawdd vy ov :::'me‘m‘Lﬁl
Onlq 6 Cbus T omed hendiny /wrw;ﬂ

—

5. Does this person have mental or nervous limitations? [J Yes [l
If yes, please describe:

5 PI&%NDSIS (Recovery and return to wark date)
1oy _
@ﬁbm::\t‘«h‘ﬂcm P Ciny ot 2 s e gurssed vver e

Oavemit  Parn T Luwbert Cevulewl S piv-R

REM?;'\:S;.‘ conse B4 PR Mul o n e SPine SLWL)W.\; e5
ts]t‘ Vel oo ) de ‘J crertove ¢ ]f‘\f»w?er G3 oeld
C)(sﬂ} & v’\.ful o Fler CenSevyadive e dw\\em} Lo
Vet | | \ -

[

Mame {Physician} Please Print Specialty Telaphone

R Tyler Frizzell M.D.Ph.D. Quyo- DSuyvég e~ | 208 ) 344-1000

Address - Street, City or Town, State or Province, Zip Code
222 North Second Street, Suite 307, Boise, ID 83702

Signahrt Q'Z{L\ /Bi__ Da; /_7 /e

For information regarding whera to mall this form, contact your Human Resaurce Representative, Banefits
Administrator, or CNA Group Benefits Sales Representative.

G-116300-C Onling varsion Revised 8/00




GROUP LTD’ND LIFE WAIVER OF PREMIU'CLAIM FORM

= - — |

m PART C — ATTENDING PHYSICIAN'S STATEMENT
EMPLOYEE: COMPLETE TOP PORTION AND SIGN BEFORE SENDING TO PAYSICLAN.

Fatient’s Name: Pate of Birth

Chris T Denpiscn 10/09/50
Patient’s Address — Street, Cily, Siate, Zip Code Fhone Number {Area Code First)
9975 W Hnllandale Dr,. Boi=ze, ID 83709 Z0B-¥EBEY 6539-0097
Employver’s Name Policy Namber
Rural Telephone Company SR83116494, SE-83116551

T hereby authorize my Physiciaan to provide the information heluw for the purpose of cluim processing. [ understand that [ am

responsible fpr.any expenses reJated to the completion of this orm,
Signature Date ) %'7[/ ol

PHYSICTAN: PLEASE COMPLETE TH.E INFORMATION BELOW AND ATTACH SUPPORTIVE MEDICAL DOCUMENTATION.
Complere Dlagnu.riw If Tgery pcrf ]i:ase de:

‘S/ﬂ) N c.-{ f \SC_, ?jl,ym“)dbf )
Mo e e ife o Lvac_‘lC S d v -&wt

Dmgnm.m ‘}dc ? /_ E?tu )(7;?)imli.zatm: /|1_ fq y 3 /3 /qq

Has the patient previcusly had the same or similar condition? d\’us O Me  If yes, When? "5‘ LT '?/ P / C‘\/t)’
Please describe:

z
{s condition due to an Accident? [J¥Yes. (INa Date af Ilryn:utmt?t ﬂuyls condition
If yes, is itwork related? [1¥es D’l&o

Date you advised patient ter stop work due to this condition < / i /D <

Date you advised patient to return to work in any capacity ’L/
Comments:
Mame and address of other treating physicians, if known: Nt yoilédtfed ;w e 01

Medical Findings (Attach office notes, results of phyaical exsmination, radiology, EK(G, laboratory reports, etc.)

+ SC\I"‘EEV“I""\ _Sd'??vx_f e AN

Treatment/Groals fawvel =L ot ?Ql‘:"‘\ e hc""jf W‘\‘E'ml
tovonst Bondidian I pasi mwtole pine Seyqeris,

Name ﬂfﬁlysiciun (Pnnt) Speualty .

R. Tyler Frizzell, M.D., Ph.D. Ko lyn - Sweviyg ev—]
Street Address: City/Town: State/Zip Code l
222 North Second 5t, Sulte 307 Boige ID 83709
Telephone: Email -

208-344-1000 7L55'3¢/L/—12%1 =

Slgmrqot { & 7{\/\ ’j—\,-/‘ Date; /? /&1

PLEASE RETURN THIS COMPLETED FORM TO YOUR PATIENT

Page 3 ot 3 : L1000 -A




Short Term Disability Claim

CNA

For All the Cormumitrmifs Yoo Make"

INSTRUCTIONS: Complete Part | of this form per Short Term Disability quidelines. When forwarding the form to your
employee, include a self-addressed envelope. If you have any guestions regarding completion of this form, please
contact the CNA Clanm Processmg Center at 1-800-303-9744.

. R BT "1 To be Completed By Employer Only -
Employer’s Name Policy Number

Rural Telenhone Company SR-83116551
Location Class Date of Hire Elfcetive Dute of Coverage Employer Contributipn;
Glenns Ferry, II 07/01/97 01/01/2000 100% [ Pre-tax U] Post-tax
Employee’s Name Occupation
Chris J Dennison Controller
Employee's Addresx Employee's Phone Number
9975 W Hollandale Dr, Boise, ID 83709 208-658-0097
Date of Birth Seclal Security Number | Salary Hourly Wape/Hours Worked Days Regularly Worked
10/09/50 552-64-7849 $73,54pP annually DsfivM RT KwXOTHFrOS
Does job require lifting or carcying? | If yes, indicate maximum amount of weight required to be lifted or carried:
[k Yes [lNo 50 pounds
Briefly describe employee’s activities including major physical demands:
accountlng & hilling gugerv:Lsor, controller, con
MNanure of Disability 1s This a Work Related Disability?
Back Pain £l Yes ol No
Is empluyee receiving or entitled to If yex, indicate the source and amount the employee is receiving:
recelve other benefits? (] Yes @ Wo
Day Last Worked Date Employee Expected tn Retarn to Work Sick Bank Paid Through
____________________ 36 hours left
Company Contact Name Tide Work Telephone Number
James R Martell Pregjident 208-366-2614
Contact’s Signature Date

. Instructions to Employee
Yﬂur attendmg physnman shnuld cumpleta part I of this form.
Delay in submitting this form could interrupt continuation of your benefit payment.

| hereby authorize any physician, hospital, employer, insurer, or other organization or person having any records,
dates or information concerning me to furnish such records as may be requested by CNA or their authorized
representative,

EMPLOYEE S1GNATURE Date

‘ o ".IN."To Be Completed By Attending Physician Only .. .7 ... o o w0 f
(;gmpleh! Dmgmms with Complicltions (if surgery was performed, please describe):
AN ided Lgaclﬂ Suupmdveent
W Fople Swrsgteo o3

Was I"atlent Hospltalized? [ Yes LI No | Date Admitted J Dace Discharged
o T e A/
‘? })nte of Tre t fur Abvve Conditlon 1.1% }lnl Disa lllt_}’ Commenced Last Dat ) of Tre /atme
Pz AL o 7
Expected Return to WQrk Date Can patient resume full dutes wpon retura to work? [ Yes [d-No™7if mo, please
L explain:
n A ’
Is Disability Due to: Expected Date Iﬁlivtry
O Sigkness [ Injury 3 Work Rolated L] Prognaney  LMP: )r '
Physiclans Name and Address Physlcian’s Telephone Number
B. Tvler Frizzell, M.D., Ph.D. 208-344-1000
en’:l W te Physician’s FAX Number ‘
e 25 lr | Poy =Y 33/

(3-132019-(7 Oniinc version Please attach supporting docwmentation and/or (251 resnlts Revieed 11/00
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———eo——@
Continental Casualty Company CNA

For All the Commitments You Male®

CNA Plaza A Stock Company
Chicago, lllincis 60685

EMPLOYER: Rural & Pand Oreille Telephone Companies
104 West Madison Ave.
P.O. Box 969
Glenns Ferry, |D 83623

POLICY NUMBER: SR-83116494
EFFECTIVE DATE: Augqust 1, 1999
ANNIVERSARY DATE: August 1

We agree with the Employer to insure certain eligible employees of the Employer. We promise to pay benefits for loss
covered by the policy in accordance with its provisions,

The policy is issued in consideration of the payrnent of premium and the statements made in the Application.

The policy takes effect on the Effective Date stated. All insurance periods will be computed from that date. The policy
remains in force for the period for which premium has been paid. It may be renewed for further successive periods by
payment of premium as stated in the policy.

All periods of insurance begin and end at 12:01 AM., Standard Time, at the Employer's address as stated in this
contract, and on the application,

DI-1AA

SIGNED FOR THE CONTINENTAL CASUALTY COMPANY

WAW Mm

Chairman of the Board ecretary

Countersignied by

Licensed Resident Agent

Group Long Term Disability Policy

sBO-P
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Note: All terms in #alics are listed and defined in the Glossary or within the policy itself.
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LONG TERM DISABILITY PLAN
Policy Effactive Date:

Policy Number:

Eligibility:

Deflnition of Full-time:

Waiting Period:

Eliminatien Period:

Monthly Banefit:

Soclal Security Offset Mathod:
Employer Contribution:

Maximum Period Payable:

SUMMARY OF BENEFITS
Effective As Of: August 1, 1999

August 1, 1999
SR-83116494

All active full-time employees who are Actively at Work for the
Employer.

Employees must be working at least 30 hours per week.

Faor employees in an eligible group on or before August 1, 1999: 30 Days of
continuous active, full-time employrment.

For employees entering an eligible group after August 1, 1999: 30 Days of continuous
active, full-time employment,

90 Days

67% of Monthly Earnings to a maximum benefit of $9,000.00 per

rmonth subject to reduction by deductible sources of income or

Disability Earnings.

Family Social Security

100% of premium

Age at Disability Maximum Period Payable

61 or younger To Retirement Age”

Age 62 42 months or to Retirernent Age”,
whichever is longer.

Age 63 36 months or to Retirement Age*,
whichever is longer.

Age 64 30 months or to Retirement Age®,
whichever is longer.

Age 65 24 months or to Retirement Age™,
whichever ig longer.

Age 66 21 months or to Retirement Age”,
whichever is longer.

Age 67 18 months or to Retirement Age™,
whichever is longer,

Age 68 15 months or to Retirement Age”,

whichever is longer.

Age 69 or over 12 months

*SOCIAL SECURITY NORMAL RETIREMENT AGES
Based on the 1983 amendment to the Social Security Act, the following are normal retirement ages by date of birth:

Year of Birth

Social Security Mormal Retirement Age

1837 or sarlier 85 years
1938 85 years
1939 65 years
1940 65 years
1941 65 years
1942 85 years
1943 - 1954 66 years
1955 86 years
1956 66 years
1957 66 years
1958 56 years
1958 66 years

, 2 months
4 months
, B months
, B months
, 10 months

, 2 months

, 4 months

, 6 months
, 8 months
, 10 months




1960 or later a7 year. .

Othear features:
Waiver of Premium
Work Incentive Benefit
Enhanced Work Incentive Benefit
Minimum Benefit
Recurrent Disability
FMLA Coverage Extension
Survivor Benefit
Day Care Benefit
Waorksite Modification Benefit
Vocational Rehabilitation Service
Social Security Assistance
Presumptive Disability

This Summary of Benefits cancels and replaces all other Summaries previously issued under the policy. i
outlines the policy features. The following pages provide a complete description of the provisions of the
policy.
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HOW IS PREMIUM CALCULATED?
Premium is calculated by multiplying the total insured Monthly Earnings by .0083. Do not include Monthly Earnings for
any individual in excess of $13,432.84 per Month in the premium calculation.

WHEN IS PREMIUM PAID?

The policy is issued in consideration of the payment in advance of the monthly premium. The monthly premiurn is
calculated at the premium rate stated above. Such payment must be made by the beginning of each manthly premium
accounting period and must be accomparied by a premium adjustment report,

If an addition, termination or change in insurance takes place other than on a regular due date, any premium
adjustment will taka effect on the next due date.

if notice of termination or change is received more than six months after the termination or change became effective,

We are not required to give a refund or credit for the period in excess of six months,
DI-3AA

1S PREMIUM PAYABLE WHILE AN EMPLOYEE RECEIVES BENEFITS?

We will waive premium for an /nsured Employee during the period of Disability for which the Monthly Benefit is payable
under the paolicy. Premium paymertt is required during the insured Employes’s Elimination Period. During this period,
the Insured Employee's insurance will remain in force. This provision is subject to the Termination of Employee's

Insurance pravision, except for payment of premium.
DI-4AM

IS THERE A GRACE PERIOQD FOR PREMIUM PAYMENT?

Yes. A grace period of 31 days from the date premium is due is allowed for the payment of premium. The policy will
remain in force during the grace period. The Employer is liable for all pramiums due for the period the paolicy remains
in force including the grace period, if it applies.

DI-BAA

WHAT IS THE POLICY TERM AND PREMIUM RATE GUARANTEE?

We agree to renew the policy and not to change the premium rate. Such agreement shall be valid until August 1, 2001

if:

1. There are no changes made to the program:;

2. There is a minimum of 10 fnsured Employees and there is less than a 25% change to the number of Insured
Employees since the effective date of the policy; and

3. There are no new classes of employees, subsidiaries, affiliated companies or new acquisitions of the Employer

added after the effective date of the palicy.
A-GAA ‘



WHO MAY CANCEL THE POLIC‘.{ A PLAN UNDER THE POLICY? .

The policy or a plan under the policy can be canceled by the Employer.

We may only cancel or offer to modify the policy if:

there is less than 75% participation of those eligible employees who pay all or part of their premium for a plan; or
there is less than 100% participation of those eligible employees for an Employer paid plan;

the Employer does not promptly provide Us with information that is reasonably required;

the Employer fails to perform any of its obligations that relate to the policy;

fewer than 10 employees are insured under the policy;

the Employer fails to pay any premium within the 31 day Grace Period,

If We cancel the policy, for reasons other than the Employer's failure to pay premium, a written notice will be delivered

to the Emplayer at least 31 days prior to the cancellation date.
DI-7AA

I

WHAT HAPPENS IF AN INADVERTENT ERROR QCCURS?
Clerical error or omissions will not: (1) deprive an employee of insurance which would otherwise have been granted; or

(2) effect or continue insurance which otherwise would not be in force. An adjustrment of premium will be made.
DI-BAA

WILL CERTIFICATES BE ISSUED?
We will deliver certificates of insurance to the Employer for issuance to each Insured Employee. The certificates will

describe the benefits, to whorn they are payahle, the palicy limitations and where the policy may be inspected.
DI-9AA




® [ J
Continental Casualty Company CNA

For All the Commitments You Make®

CNA Plaza A Stock Company
Chicago, lllinois 60685

Having issued Folicy No. 3R-831164584 to

Rural & Pand Oreille Telephone Companies
(Herein called the Emplayer)

CERTIFIES that You are insured provided that You qualify under the ELIGIBILITY provision, become insured and
remain insured in accordance with the terms of the policy. Your insurance is subject to all the definitiens, limitations
and conditions of the policy. It takes effect on the effective date indicated in the EFFECTIVE DATE provision. This
certificate, however, is not the policy. It is merely evidence of insurance provided under the policy. The policy can be
amended by mutual consent batween the Employer and Us.

This certificate replaces and cancels any other certificate previously issued to You under the policy.
CDI-1AA,

The policy is delivered in and is governed by the laws of the governing jurisdiction and to the extent applicable by the
Employee Retirement Income Security Act of 1974 (ERISA) and any amendments. When making a benefit
determination under the policy, We have discretionary authority to determine Your eligibility for benefits and to interpret
the tarms and provisions of the policy.

CDI-2AA
K criaa L
Chairman of the Baard
Group Long Term Disability Certificate
580I1-C



ARE YOU ELIGIBLE FOR THIS .,RANCE? .
All active full-time employees who are Actively at Work for the Employer and who have completed the waiting period
required by the Ermployer. The waiting periad is stated in the Summary of Benefits.

A “full-time™ employee is one who regularly works a minimurn of 30 hours per week for the Employer. Part-time,

saasonal and tempaorary employees are not eligible.
CDI-4A4

WHEN DOES YOUR INSURANCE BECOME EFFECTIVE?

If You are eligible as of the Policy Effective Date, Your insurance shall take effect on such Date. if You become eligible
after the Policy Effective Date, Your insurance shall become effective on the first of the month that falls on or next
follows the date You become eligible.

If, because of Injury or Sickness, You are eligible but not Actively at Work on the date the insurance would otherwise
take effect, it will take effect on the day You return to Active Work.
CDI-5AA

WHO PAYS FOR YOUR COVERAGE?
Your employer pays the entire cost of Your coverage.
COI-BAA

15 PREMIUM PAYABLE WHILE YOU RECEIVE BENEFITS?
We will waive premiurm for You during tha period of Disability for which the Monthly Benefit is payable under the palicy.
Premium payment is required during Your Elimination Feriod. During this period, Your insurance will remain in force.

This provision is subject to the Termination of Employee's Insurance provision, except for payment of premium.
CDI-6BA

HOW DO WE DEFINE DISABILITY?

Disabifity or Disabled means that You satisfy the Occupation Qualifier or the Earnings Qualifier as defined below,
CDI-3AA

Occupation Gualifier

“Disability” means that during the Elimination Period and the following 24 months, Infury or Sickness causes physical
or mental impairment to such a degree of severity that You are:

1. continuously unable to perform the Material and Substantial Duties of Your Regular Qccupation; and

2. not working for wages in any occupation for which Yow are or become qualified by education, training or

experience.
CDI-10AA

After the Monthly Benefit has been payable for 24 months, “Disability” means that injury or Sickness causes physical or

mental impairment to such 3 degree of severity that You are:

1. continuously unable to engage in any occupation for which You are or become qualified by education, training or
experience,; and

2. not working for wages in any cccupation for which You are or become qualified by education, training or

experience.
CDI-11AA

Earnings Qualifier

You may be considered Disabled during and after the Elimination Period in any Month in which You are Gainfully
Employed, if an Injury or Sickness is causing physical or mental impairment to such a degree of severity that You are
unable to earn more than 80% of Your Monthly Earnings in any occupation for which You are qualified by education,
training or experignce. On each anniversary of Your Disability, We will increase the Monthly Earnings by the lesser of
the current annual percentage increase in CRI-W, or 10%,

You are not considered to be Disabled if You earn more than 80% of Your Monthly Earnings.  Salary, wages,
partnership or proprietorship draw, commissions, boruses, or similar pay, and any other income You receive or are
entitled to receive will be included. Sick pay and salary continuance payments will not be included. Any lump sum

payment will be prorated, based on the time over which it accrued or the period for which it was paid.
CDi-13AA




LOSS OF PROFESSIONAL LICE. JR CERTIFICATION .
If You require a professional license or certification for Your occupation, loss of that professional license or certification

does not in and of itself constitute Disability under the Occupation Qualifier or the Earnings Qualifier.
CDI-14AA

WHAT IS THE ELIMINATION PERIOD AND HOW IS IT SATISFIED?

The Efimination Period beging on {he day You become Disabled. 1t is a period of continuous Disability which must be
satisfied before You are eligible to receive benefits from Us. You must be continuously Disabled through Your
Efimination Period.

If You tempararily recover and return to work, We will treat Your Disability as continuous if You return to work for a
period of less than one-half the Elimination Period as shown in the Summary of Benefits not to exceed 90 days. The
days that You are not Disabled will not count toward Your Elimination Period.

Any increases You receive in Monthly Earnings during Your return to work period will not be taken into consideration
when calculating Your Monthly Benefit.

If You return to work for a period greater than one-half the Efimination Period, or 80 days, whichever is less, and
become (isabled again, You will have to begin a new Efimination Perod.

CAN YOU SATISFY YOUR ELIMINATION PERIQD IF YOU ARE WORKING?

Yes, provided You meet the definition of Disability.
CDI-15AA

WHAT DISABILITY BENEFIT ARE YOU ELIGIBLE TO RECEIVE?
If You are Disabled, You are eligible to receive one of the following at any given time: a Monthly Benefit, a Work
Incentive Benefit or an Enhanced Work Incentive Benefit, While You are Disabled, You might be eligible to receive

one or the other of the above, but You cannot receive more than one of these benefits at the same time.
CDI-18AA

WHAT IS YOUR BENEFIT AND HOW IS IT CALCULATED?

We will calculate Your Monthly Benefit amount as follows:

1. Muitiply Your Monthly Earnings by 67%.

2. The maximum Monthly Benefit is 52,000.00.

3. Compare the answers from Item 1 and Item 2! The lesser of these two armounts is Your gross Monthly Benefit.

4. Deduct other sources of income from Your gross Monthly Benefit. The resulting figure is Your nat Monthly Benefit.

We will pay the Manthly Benefit for each Month of Disability which continues after the Efimination Period. The Monthly
Benefit will not be payable during the Efimination Period nor beyond the Maximum Period Payable.

If a benefit is payable for less than one month, it will be paid on the basis of 1/30th of the Monthly Benefit for each day
of Disability.
COI-17AA

HOW DO WE DEFINE EARNINGS?

“Monthly Earnings™ will equal the Monthly wage or salary that You were receiving from Your employer on the Date of

Disahility. It includes:

1. employee contributions made through a salary reduction agreement with Your employer to an IRC Section 401(k),
403(b), 501{c}(3), 457 deferred compensation plan, or any other qualified or non-qualified employee Retirement
Plan or deferred compensation arrangement; and

2. amounts contributed to Your fringe benefits according to a salary reduction arrangament under an IRC Section 125
plan. T

It does not include:

1. commissions,;

2. bonuses;

3. overtime pay,;

4. Your employer's contribution on Your behalf to a Retirement Plan or deferred compensation arrangement; or any
other extra compensation.

CDI-19AA



WHAT ARE THE DEDUCTIBLE S. AZES OF INCOME? .
The Monthly Benefit under this policy shall be reduced by:
1. Disability benefits paid, payable, or for which there is a right under:
a) The Social Security Act, including any amounts for which Your dependents may qualify because of Your
Disabiity;
b) Any Workers' Compensation or Occupational Disease Act or Law, or any other law which provides
compensation for an occupational Injury or Sickness,
c) Occupational accident coverage provided by or through the Employer;
d) Any Statutory Disability Benefit Law,
&) The Railroad Retirement Act;
f) The Canada Pension Plan, Quebec Pension Plan or any other similar provincial disability or pension plan;
g} The Canada Old Age Security Act;
h) Any Public Employee Retirement System Plan or any State Teachers' Retirement System P'~n, or any plan
provided as an alternative to any of the above acts or plans.
2. Disability benefits paid under:
a) Any group insurance plan provided by or through the Employer, and
b) Any sick leave or salary continuance plan provided by or through the Employer.
3. Retirement benefits paid under the Social Security Act including any amounts for which Your dependents may
qualify because of Your retirement.
4, Retirement and disability benefits paid under a Retirement Flan provided by the Employer except for amounts
attributable to Your contributions.
5. Any No Fault Auto Motor Vehicle coverage.
6. Disbursements received as a shareholder in a Subchapter S Corporation attributable to any period following the
Date of Disability.

Proration of Lump Sum Awards

If any berefit described above is paid in a single sum through compromise settlement or as an advance on future

liakility, We will determine the amount of reduction to Your Monthly Benefit as follows:

1. We will divide the amount paid by the number of months for which the settiement or advance was provided; or

2. If the number of months for which the settliement or advance was made is not known, We will divide the amount of
the setlement or advance by the expected remaining number of months for which We will provide benefits for Your
Disability based on the Proof of Disability which We have, subject to a maximum of 60 months.

CDI-20AA

WHAT OTHER SOURCES OF INCOME ARE NOT DEDUCTIBLE?
We will not reduce Your Monthly Benefit by any of the following:
deferred compensation arrangemeams such as 401(k), 403(b} or 457 plans,
credit disability insurance;

pension plans for partners;

military pension and disability income plans;

franchise disability income plans;

individual disability income plans;

a Retirement Plan from another Employer,

profit sharing plans;

. thrift or savings plans;

10. individual retirement account (IRA),

11. tax sheltered annuity (TSA};

12. stock ownership plan.
CDI-21AA

CENDO P ON

CAN YOU WORK AND STILL RECEIVE BENEFITS?

While Disabled, You may qualify for the Work Incentive Benefit or the Enhanced Work Incentive Benefit, but not both,
GDI-22AA

Work Incentive Benefit

A Work Incentive Bensfit will be provided if You are Disabled and Gainfully Employed after the end of the Elimination
Perfad, or. after a period during which You received Monthly Benefits.

The Work Incentive Benefit will be calculated during the first 24 months of Gainful Employment as follows:

1. The Monthly Benefit amount and Disability Earnings amount will be added together and compared to Maonthly
Earmnings.

2. Ifthe total amount in tem 1 exceeds 100% of Monthly Earmings, the Work Incentive Benefit amount will be equal to
the Monthly Benefit reduced by the amount of the excess.

9




2. If the total amount in ltem 1 dc’.at axceed 100% of Monthly Earnings, th. rk Incentive Benefit will be equal to
the Monthly Benefit amount.

After the first 24 months of Gainful Employment, the Work Incentive Benefit will be equal to the Monthly Benefit amount
less 50% of Disability Earnings.

The Wark Incentive Benefit will cease on the earliest of the following: (1) the date You are no longer Disabled; or (2)

the end of the Maximum Period Payable.
CDI-23AA

Enhanced Work Incentive Benefit

An Enhanced Work Incentive Benefit will be provided after the end of the Elimination Period, or after a period during
which You received Monthly Benefits. This benefit is payable if You are still Disablfed and are Gainfully Employed in an
occupation that has been approved as part of a Rehabifitation Plan.

The Enhanced Work Incentive Benefit will be calculated during the first 24 months of Gainful Employment as follows:

1. |f Disability Earnings exceed 100% of Monthly Earnings, the Enhanced Work Incentive Benefit will be equal to the
Monthly Benefit reduced by the amount of the excess.

2. If Disability Earnings do not exceed 100% of Monthly Earnings, the Enhanced Work Incentive Benefit will be equal
ta the Monthly Benefit.

After the first 24 months of Gainful Employment, the Enhanced Work incentive Benefit will be equal to the Monthly
Banefit lass 50% of Disability Earnings.

The Enhanced Work Incentive Benefit will cease on the earliest of the following: (1) as stated in the Rehabilitation
Pian; (2) the date You fail to comply with the requirements of the Rehabifitation Flan; (3) the date You are no langer

Disabled; or (4) at the end of the Maximum Period Payable.
CDI-24AA

WHAT IS THE MINIMUM MONTHLY BENEFIT PAYABLE UNDER THIS PROGRAM?
In no event will the Monthly Benefit payable for Disabifity be reduced to less than $100.00 or 10% of Your Monthly
Benefit prior to the reductions stated above, whichever is greater. The Minimum Monthly Benefit does not apply if You

are Gainfully Employed.
CDI-25AA

WHAT HAPPENS IF YOUR OTHER BENEFITS INCREASE?
The Monthly Benefit, after the reductions stated above, if any, will not be further reduced for subsequent cost-of-living

increases which are paid, payable, or for which there is a right under any Deductible Source of Income shown above.
CDI-26AA

HOW LONG WILL YOU RECEIVE BENEFITS UNDER THIS PROGRAM?
We send You a payment aach month up to the maximum duration of benefit based on Your age at Disability so long as
You continue to be Disabled according to the terms of the policy:

Age at Disability Maximum Period Payable

61 or younger To Retirement Age*

Age 62 42 months or o Retirement Age™,
whichever is longer,

Age 63 36 monthg or to Retirement Age”,
whichever is longer.

Age 64 30 months or to Retirement Age®,
whichever is longer. ’

Age 65 24 months or to Retirement Age®*,
whichever is longer.

Age BE 21 months or to Retirerment Age®,
whichever is longer,

Age 67 18 months or to Retirement Age*,
whichever is longer.

Age 68 15 months or to Retirement Age®,
whichever is longer.

Age BY or gver 12 months

10




*SOCIAL SECURITY NORMAL RETIREMENT AGES .
Based on the 1883 amendment to the Social Security Act, the following are normal retirement ages by date of birth:

Year of Birth Social Security Normal Retirement Age
1937 or earlier 65 years

1938 65 years, 2 months
1939 65 years, 4 months
1940 65 years, 6 months
1941 65 years, 8 months
1942 65 years, 10 maonths
1943 - 1954 66 yoars

1955 66 years, 2 maonths
1956 66 years, 4 months
1957 66 years, 6 months
1958 46 years, & months
1959 66 years, 10 months
1960 or later 67 years

CDI-27AA

WHAT HAPPENS IF YOUR DISABILITY RECURS?

If Disability for which benefits ware payable ends but recurs due to the same or related causes less than 6 months after
the end of a prior Disability, it will be considered a resumption of the prior Disabifity. Such recurrent Disability shall be
subject to the provisions of the policy that were in effect at the time the priar Disabifity began,

Disabifity which recurs more than 6 months after the end of a prior Disability are subject to;
1} & new Elimination Period,

2} anew Maximum Period Payable; and

3} the other provisions of the policy that are in effect on the date the Digability recurs.

Dizability must recur while Your coverage is in force under the policy.
CDI-2BAA

WHAT ARE THE EXCLUSIONS AND LIMITATICNS UNDER THIS PROGRAM?

The policy does not cover any loss caused by, contributed to, or resuliing from:
CDIX-1AA

» declared or undeclared war or an act of either;
COIX-2AA

= Disabifity beyond 24 months after the Elimination Period if it is due to a Mental Disorder of any type. Confinement
in a Hospital or institution licensed to provide care and treatment for mental illness will not be counted as part of
the 24-month limit;

COIX-3AA

* a Pre-existing Condition,
CDIX-4AA

» attempted suicide, while sane or insane, or intentional self-inflicted jury or sickness;
CDIX-5AA

= commission of or atternpt to commit an act which is a felony in the jurisdiction in which the act accurred,
COHX-BAA

» Disabiflity beyond 24 months after the Elimination Period if it is due to a diagnosed condition which manifests itzelf
primarily with Seif-Reported Symptorm(s).
COIX-7AA

Benefits are not payable for any period during which You are confined to a penal or correctional institution if the period

of confinement exceeds 30 days.
COx-12AA
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Benefits will not be payable if it i’(ermined that You are eligible to particip. in vocational rehabilitation services
designed to assist in returning You to employment and You refuse to participate,
CDIX-1348

HOW ARE SUBSTANCE ABUSE CLAIMS HANDLED?
The paolicy does nat caver any loss caused by or resulting from any substance abuse (drug or alcohal) related Disability
beyond 24 months after the Elimination Period.

You must be pardicipating in an appropriate treatment program. A treatment program is any substance abuse
treatment program approved by the State.

The cost of the treatment pregram will be barne by Yow, or another group plan of Your Employer (such as a group
health plan or Ernployee Assistance Pragram) if one is available and covers this type of treatment.

In no event will Monthly Benefit payments be made beyond the eariier of the date:

1. 24 Monthly Benefit payments have baen made; or

2. You refuse to participate in an appropriate, available treatment program, or You leave the treatment program prior
to completion; or

3. You are no longer following the requirements of Your treatment plan under the program; or

4. You complete the initial treatment plan, exclusive of any aftercare or follow-up services.

In no event will Monthfy Benefits he payable beyond the Maximum Period Payable.
CDI-20A4

WHEN WILL YOUR INSURANCE TERMINATE?
Your coverage will terminate on the earliest of the following dates:
1. the date the policy is terminated; or
2. the premium due date if the Employer fails to pay the required premium for You, except for an inadvertent error; or
3. the date You:
(@) are no longer a member of a class eligible for this insurance, or
(b) withdraw from the program, or
() are retired or pensioned, or
(d) cease work because of a leave of absence, furlough, layoff, or temporary work stoppage due to a labor
dispute, unless We and the Employer have agreed in writing in advance of the leave to continue insurance
during such period.
Termination will not affect a coverad loss which began before the date of termination,
CLI-30AA

WILL COVERAGE BE CONTINUED IF YOU ARE ELIGIBELE FOR LEAVE UNDER FMLA?

In the event You are eligible for and Your Employer approves a leave under the Family and Medical Leave Act of 1993
(FMLA), insurance wili continue for a period of up to 12 weeks following the date the leave begins, provided the
Employer continues paying the required premium.

You are sligible for leave under this Act in order to provide care:
1. After the birth of a child; or

2. After the legal adoption of a child; or

3. After the placement of a foster child in Your home, or

4, To a Spouse, child or parent due to their serious iilness: or
5. For Your own serious health condition.

While granted a Family and Medical Leave Absence:

1. The Employer will pay the required premium according to the terms of the policy; .

2. You will be considered Actively at Work while on an approved Family and Medical Leave Absence; and

3. Coverage will terminate if You do not return to work as scheduled according to the terms of Youwr agreement with

the Employer.
CDOI-31AA

WHAT HAFPENS IF YOU DIE WHILE RECEIVING BENEFITS?

If You die after having received the benefit provided by the policy for at least 12 successive months and during a period
for which benefits are payable, We will pay a Survivor Income Benefit. This benefit is equal to the amount You were
last entitled to receive for the month preceding death.
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The Survivor Income Benefit shall be payable on a monthly basis immediately after We receive written proof of Your
death. It is payable for 6 months. The benefit shall accrue from Your date of death.

This benefit is payable to the beneficiary, if any, named by You under the policy. If no such beneficiary exists, the
benafit will be payable in accordance with the TIME AND PAYMENT OF CLAIM provision.
CDI-33AA

ARE DAY CARE EXPENSE BENEFITS AVAILABLE WHILE YOU ARE DISABLED?
While Disabl/ed and receiving the Enhanced Work Incentive Benefit, You will be reimbursed for Day Care Expenses for

each Eligible Child.

"Day Care Expenses” mean monthly expenses, up to $350.00 per child per month, charged by a licensed Day Care
Provider who is not 8 member of Your immediate family or living in Your residence.

“Eligible Child" is Your dependent child under age 13 who lives with You and is:
1. Your child or Your Spouse’s child;

2. Yourlegally adopted child; or

3. A child for whem You are legal guardian.

You must supply satisfactory proof to Us that You incurred such charges.
CDI-34AA

WHAT OTHER SERVICES ARE AVAILABLE TO YOU WHILE YOU ARE DISABLED?
If You are Disabled and eligible to receive Disabifity benefits under the policy, We will evaluate You for eligibility to
receive any of the following. We will make the final datermination for any of the following benefits or services.

Worksite Madification Benefit
We will assist You and Your employer in identifying modifications We agree are likely to help You remain at work ar
raturn to work. This agreement will be in writing and rmust be signed by You, Your employer and Us.

When this occuwrs, We will reimburse Your employer for the cost of the madification, up to the greater of: 1) $1,500.00
or 2) 2 months of Your net Monthly Benefit.

Vocational Rehabilitation Service

Rehabilitation services are available when We determine that these services are reasonably assumed to assist in
returning You to Gainful Employment. Vocaticnal Rehabilitation services might include one or more of the following:

1. job modificaticn,

2. job retraining:

3. job placement;

4. other activities.

Eligibility for Vocational Rehabilitation Services is based upon Your education, training, work experience and physical

and/or mental capacity. To be considered for rehabilitation services;

1. Your Disabifity must préveént You from performing Your Regular Occupation;

2. You must have the physical andlor mental capacities necessary for successful completion of a rehabilitation
program, and

3. There must be a reasonable expectation that rehabilitation services will help You return to Gainful Employment.

Social Security Assistance
When necessary, We will provide an advocate for You, in applying for and securing Social Security Disabifity awards.

When We determine that Social Security Assistance is appropriate for You, it is provided at no additional cost to You.
CDI-35AA

WHAT OTHER BENEFITS ARE AVAILABLE?

L CODIO-1AA
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PRESUMPTIVE DISABILITY

When /njury resuits in any of the Specific Losses listed below within 365 days after the date of the Injury, We will
consider You to be Disabled. You shall be entitled to payment of the Monthly Benefit after the Elimination Period. This
benefit is payable for the length of time stated below. Payment of the Presumptive Disahility Benefit will cease on Your
date of death.

Specific Loss Months Payable
Loss of DOt NaNOS e 46 months
LoS5 0f BOth fEBEL. ... e 46 months
Loss of the entire sight of Both BYES ... e 46 months
Loss of one hand and one oot ... e 46 rnonths
Loss of one hand and the entire sight of ong eye . 46 monrths
Loss of one foot and the entire sight of one eye ... 46 months
Loss af ONE DN ... e e 23 months
LOBS OF ONE 0L ... i e e 23 months
Loss of the entire sight of 08 BYE ... 15 months
Loss of the thumb and index finger of eitherhand ... 12 months

After payment of this Minimum Benefit, benefits may continue subject to the other provisions of the policy. If more than
one loss results from any one fnjury, We will pay only for that lass with the greatest number of Manths Payable.

“Specific Loss" means, with respect to hand or foot, the actual, complete and permanent severance through or above
the wrist or ankle joint; with respect to eye, the irrecoverable loss of the entire sight thereof, and with respect to thumb

and index finger, the actual, complete and permanent severance through or above the metacarpophalangeal joints.
CDIO-10AA

WHAT ARE THE CLAIM FILING REQUIREMENTS?

initiai Notice of Claim

We ask that You notify Us of Your claim as soon as possible so that We may make a timely decision on Your claim.
Your Employer can assist You with the appropriate telephone number and address of Our Claim Department.  You
must send Us written notice of Your Disabifity within 30 days of the Dafe of Disabifity, or as socn as reasonably
possible. Notice may be sent to Our Claim Department, the CNA Home Office, CNA Plaza, Chicageo, lllineis 60682 or
given to Our Agent.

Written Proof of Loss

Within 15 days of our being notifisd in writing of Your claim, We will supply You with the necessary claim forms. The
claim form is to be completed and signed by You, Your Employer and Your Doctor. If You do not receive the
appropriate claim forms within 15 days, then You will be considered to have met the requirements for written proof of
loss if We raceive written proof which describes the occurrence, extent and nature of loss,

Time Limit for Filing Your Claim

The time limit for filing Your claim is that You must furnish Us with written proof of logs within 90 days after the end of
Your Elimination Perfod. The length of the Elimination Period is stated in the Summary of Benefits section of the
policy. If it is not possibie to give Us written preoof within 90 days, the claim is not affected if the proof is given as soon
as possible. However, unless You are legally incapacitated, written proof of loss must be given no later than 1 year
after the time proof is otherwise due.

No benefits are payable for claims submitted more than 1 year after the time proof is due. However, You can request
that berefits be paid for Jate claims if You can show that;

1. It was not reasonably possibie to give written proof during the 1 year period, and

2. Proof of loss satisfactory to Us was given as soon as was reasonably possible. -

Proof of Disability

The following items, supplied at Youwr expense, must be a part of Your proof of loss. Failure to do so may delay,
suspend or terminate Your benefits:

1. The date Your Disability began,

2. The cause of Your Disability,

3. The prognosis of Your Disabifity;
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4. Proof that You are receiving A.)priate and Regular Care for Your conditi.om a Doctor, who is someone other
than You or a2 member of Your immediate family, whose specialty or expertise is the most appropriate for Your
disabling condition(s) according to Generally Accepted Medical Practice.

5. (bjective medical findings which support Your Disability. OQbjective medical findings include but are not limited to
tests, procedures, o clinical examinations standardly accepted in the practice of medicine, for Your disabling
condition(s).

6. The extent of Your Disability, including restrictions and limitations which are preventing You from performing Your
Reqular Occupation.

7. Appropriate documentation of Your Monthly Earnings. If applicable, appropriate, regular momthly documentation
of Your Disability Eamnings.

B. f You were contributing to the premium cost, Your employer must supply proof of Your appropriate payroll

deductions.
9, The name and address of any Hospital or Health Care Facility where You have been treated for Your Disability.

10. If applicable, proof of incurred costs covered under other benefits included in the policy.

Cantinuing Proof of Disability

You may be asked to submit proof that You continue to be Disabled and are continuing to receive Appropriate and
Regular Care of a Doctor. Requests of this nature will only be as often as We feel reasonably necessary. If so, this
will be at Yowr expense and must be received within 30 days of Qur raquest,

Physical Examination

At Qur expense, We have the right to have a Doclor examine You as often as reasonably necessary while the claim
continues. Failure to comply with this examination will suspend or terminate benefits, unless We agree You have a
valid and acceptable reason for not complying.

Authorization and Documentation You Will Be Asked to Supply

1. You will be required to provide signed authorization for Us to obtain and release all reasonably necessary medical,
financial or othser non-medical information which support Your Disabilily claim. Failure to submit this information
will deny, suspend or terminate Your benefits.

2. You will be required to supply proof that You have applied for other Deductible Income Benefits such as Workers'
Compensation or Social Security Disabifity benefits, when applicable,

3. You will be reguired to notify Us when You receive or are awarded other Deductible Income Benefits.  You must
tell Us the nature of the income benefit, the amount received, the period to which the benefit applies, and the

duration of the benefit if it is being paid in instaliments,
CDI-36AA

TIME AND PAYMENT OF CLAIM
As soon as We have all necessary substantiating documentation for Your Disabifity claim, Your benefit will be paid on
a Monthly basis, so long as You continue to qualify for it.

We will pay benefits to You unless otherwise indicated. If You die while Your claim is open, any due and unpaid
Disability benefit will be paid to Your named beneficiary, if any.

If there is no surviving beneficiary, payment may be made, at Our option, to the surviving person or persons in the first
of the following classes of successive preference beneficiaries: Your: (1) Spouse: (2} children including legally
adopted children; (3) parents; or (4) estate.

if any benefit is payable to an éstate, a minor or a person not competent to give a valid release, We may pay up to
£1,000 to any reiative or beneficiary of Yours whom We deem to be entitled to this amount. We will be discharged to

the extent of such payment made by Us in good faith,
CDI-37AA

CAN YOU ASSIGN YOUR BENEFITS?

Your benefits are not assignable, which means that You may not transfer Your benefits to anyone eise.
CDI-38AA

WHAT WILL HAPPEN IF A CLAIM I5 OVERPAID?

A claim overpayment can occur when You recaive a retroactive payment from a Deductible Source of Income; when
We inadvertently make an error in the calculation of Your claim; ar if fraud occurs,
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In an overpayment sifuation, We .ddtermine the method by which the repa. J{is made. You will be required to
sign an agreement with Us which details the source of the overpayment, the total amount We will recover and the
method of recovery. If Monthiy Benefits are suspended while recovery of the overpayment is being made, suspension
will also apply to the Minimum Monthly Benefit payable under the policy.

The overpayment amount equals the amount We paid in excess of the amount We should have paid under the policy.
GDI-39AA

WHAT ARE THE UNIFORM PROVISIONS?

Entire Contract; Changes

The policy, the Employers application, Your certificate of coverage, and Your application, if any, and any other
attached papers, form the entire contract between the parties. No change in the policy is valid uniess approved in
writing by one of Cur officers. No agent has the right to change the policy or to waive any of its provisions.

Statements on the Application

Any statemeant made by the Employer or You, except for fraudulent misstatements, is considered a representation and
not 2 warranty. A copy of the statement will be provided tao the Employer or You, whoever made the staiement. Mo
statemeant of the Employer will be used to void the policy after it has been in force for 2 years. No staterment of Yours
will be used in defense of a claim after You have been insured for 2 years, except for fraudulent misstatements.

Legal Actions

No legal action of any kind may be filed against Us :

1. within the 60 days after proof of Disabiify has been given; or

2. more than 3 years after proof of Disability must be filed, unless the law in the state where You live allows a longer
period of time,

Conformity with State Statutes
if any provision of the policy conflicts with the statutes of the state in which the policy was issued or delivered, it is

automatically changed to meet the minimum requirements of the statute.
CDI-40AA

SUBROGATION / RIGHT OF REIMBURSEMENT

When any claim payment is made, We reserve any and all rights to subrogation and/or reimbursement to the fullest
extent allowed by statule and customary practice, Any party to this contract shall not parform any act that will prejudice
such rights without prior agreement with Us.

We will bear any expenses associated with Our pursuil of subrogation or recovery.
GOI-41AA

FRAUD

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any material false information or conceals for the purpose of misleading
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and may subject
such person to criminal and civil penalties. Such penalties include, but not limited to fines, denial or termination of

insurance benefits, recovery of any amounts paid, civil damages, criminal prosecution and confinement in state prison.
CDI-42AA

GENERAL PROVISIONS
We have the right to inspect all of the Employer's records on the policy at any reasonable time. This right will extend
until: (1) 2 years after termination of the policy; or (2} all claims under the policy have been settled, whichever is later.

The policy is in the Employer's possession and may be inspected by You at any time during normal business hours at
the Employer’s office.

The policy is not in lieu of and does not affect any requirements for coverage by Workers' Compensation Insurance.
CDI-43AA
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GLOSSARY . .

"Actively at Work” or “Active Work™ means the employee must be:
1. working at the Employer's usual place of business, or on assignment for the purpose of furthering the Employer's

business; and
2. performing the Material and Substantial Duties of the Insured Employee's Regufar Occupation on a full-time hasis.
CDID-1AA

“Appropriate and Regular Care’” means that You are regularly visiting a Doclor as frequently as medically required to
meet Your basic health needs. The effect of the care should be of demonstrable medical value for Your disabling
condition(s) to effectively attain and/or maintain Maximum Medical Improvement.

CDID-4AA

“Date of Disability™ is the date We determine Your Injury or Sickness impairs Your ability to perform Your Regular

Occupation.
CDID-5AA

“Disability” or “Disabled” means that You satisfy either the Qccupation Qualifier or the Earnings Qualifier.
CDID-6AA

"Disability Earnings” i3 the wage or salary You earn from Gainfuf Employment after & Disabilify begins. It does not

include Social Security or any other Disability payment You receive as a result of Your Disability.
COID-7AA

“Doctor” means a person legally licensed to practice medicine, psychiatry, psychology or psychotherapy, who is
neither You nor a member of Your immediate family. A licensed medical practitioner is a Doctor if applicable state law
requires that such practitioners be recognized for purposes of certification of Disability, and the treatment provided by
the practitioner is within the scope of his or her license.

CDID-BAA

“Elimination Period” means the number of calendar days at the beginning of a continuous period of Disability for

which no benefits are payable. The Elimination Pericd is shown in the Surnmary of Benefits.
COID-9AA

“Gainful Employment” or “Gainfully Employed”™ means the performance of any occupation for wages, remuneration
or profit, for which You are gualified by education, training or experience oh a full-time or part-time basis, for the
Employer or another employer, and which We approve and for which We reserve the right to modify approval in the

future.
CDID-10AA

“Generally Accepted Medical Practice™ or “Generally Accepted in the Practice of Medicine” means care and
treatment which is consistent with relevant guidelines of national medical, research and health care coverage

organizations and governmental agencies,
COID-11A4

“Hospital or Health Care Facility” is a legally operated, accredited facility licensed to provide full-time care and
treatment for condition causing Your Disabiity. It is operated by a full-time staff of licensed physicians and registered

nurses. It does not include facilities which primarily provide custodial, educational or rehabilitative care,
CDID-12AA

“Injury”™ means bodily injury caused by an accident which results, directly and independently of all other causes, in

Disability which heging while Your coverage is in force.
CDID-13AA

“Insured Employee” means an employee whose insurance is in force under the terms of the policy.
COIC-14AA

“Male pronoun” whenever used includes the female.
CDID-16AA

“Material and Substantial Duties™ means the necessary functions of Your Regular Occupation which cannot be

reasonably omitted or alterad,
COID-17AA
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“Maximum Medical lmpruvemer, is that level at which, based on raasonab’e medical probability, further material
recovery from, or lasting irprovement to, an Injury or Sickness can no ionger be reasonably anticipated.
GDID-18AA

“Mental Disorder” means a disorder found in the current diagnostic standards in the American Psychiatric

Association.
CDID-18AA

“Monthly Benefit” and "Maximum Period Payable” mean that benefit and those periods shown in the Summary of

Benefits which apply to You.,
COM-208A

“Pre-existing Condition” means a condition for which medical treatment or advice was rendered, prescribed or
recommended within 3 manths prior to Your effective date of insurance. A condition shall no longer be considered pre-
existing if it causes Disabilify which beqins after You have been insured under the policy for a period of 12 months.
CDID-21BA

“Regular Qccupation” means the ocoupation that You are performing for income or wages on Your Date of Disability.

It is not limited to the specific position You held with Your empioyer.
CDID-22BA

“Rehabilitation Plan™ maans a written agreement between You and Us. s purpose is to assist You in returning to
Gainful Employment, The Rehabilitation Plan will outline the time and dates of the vocational rehabilitation services,
Cur responsibilities, Your responsibiliies and the responsibilities of any third party which might be involved. The
Rehabiitation Plan will be at Our expense, at the expense of the third party, or a shared expense of Ours and a third

party. At Qur discretion, the Rehahilitation Plan will include the Day Care Expense Banefit.
CDID-23AA

"Retirement Plan” means a plan which provides refirement benefits to employees and is not funded wholly by

employes contributions.
CDID-24AA

“Self-Reported Symptoms"” means the symptoms of which You tell Your Doctor, and are not verifiable or quantifiable
using tests, procedures, or clinical examinations Generally Accepted in the Practice of Medicine. Examples of these
manifestations include the following, but are not limited to: fatigue, pain, headaches, stifiness, soreness, tinnitus

(ringing in the ears), dizziness, numbness, or toss of energy.
CDID-25AA

“Sickness” means sickness or disease causing Disability which begins while Your coverage is in force.
CDID-26AA

"Summaty of Benefits” means the summary which is a part of this certificate.
COID-2BAA

“We”, “Qur” and “Us” mean the Continerital Casualty Company, Chicage, lllinais.
CDID-29AA

“You”, “Your” and “Yours™ means the employee to whom this certificate is issued and whose insurance is in force

under the terms of the policy.
CDID-30AA




. ERISA .

YOUR RIGHTS UNDER ERISA

The following section contains information provided to You by the Plan Administrator of Your Plan to meet the
requirements of the Employes Retirement Income Security Act of 1974, It does not constitute a part of the Plan or of
any insurance policy issued in connection with the Plan. All inquiries relating to the following material should be
raferred directly to Your Plan Administrator.

SUMMARY PLAN DESCRIPTION

Name of Plan
The Plan for which this Summary Plan Description is provided is known as the:

Rural & Pend Oreille Telephone Companies Group Disability Plan
Maintenance of Plan
The Plan is maintained by:
Rural & Pend Oreille Telephone Companies
104 West Madison Ave.
Glenns Ferry, |D B3623

Employer Identification Number and Plan Number

The employer identification number (EIN) assigned by the Internal Revenue Service to the Plan sponsor is:
93-0739703

The Plan Number assigned by the Plan sponsor is:

Type of Welfare Plan

The Plan is & group disability plan.

Administration of Plan
The Plan is administered by the Plan Administrator through an insurance contract purchased from Continental
Casualty Company.

Plan Administrator
Rural & Pend Qreilla Telephone Companies
104 West Madison Ave.
Glenns Ferry, 1D 83623

Hereinafter referred to as the Administrator. The Administrator and other Plan fiduciaries have discretionary authority
to interpret the terms of the Plan and to determine eligibility for and entitlement tq benefits in accordance with the Plan,

Agent for Service of Legal Process
The person designated as agent for service of legal process upon the Plan is:

Rural & Pend Oreille Telephone Companies
104 West Madison Ave.
Glenns Ferry, ID 83623

In addition, service of process may be made upon the Administrator.




Eligibllity and Benefits . .

The Plan's requirements respecting eligibility for participation, the conditions pertaining to eligibility to receive benefits
and description or summary of the benefits are listed in the certificats portion of this booklet.

Circumstances Which May Affect Benefits
Circumstances which may result in disqualification, ineligibility, denial, loss, forfeiture or suspension of any benefits are

listed in the certificate portion of this booklet,

Sources of Plan Contributions
Coniributions to the Plan are made by the employer,

Medium for Providing Benefits
Benefits under the Plan are provided in accordance with the provisions of Group Insurance Palicy Number SR-
83116494 issued by Continental Casualty Company, CNA Plaza, Chicago, linois, 60685,

Datae of End of Plan's Fiscal Year
The date of the end of each year for purposes of maintaining the Plan's fiscal records is December 31,

Claim Procedurgs
1. Presenting Claims for Benefits
Claim forms may be obtained from: the Employer.

Please sea Your insurance certificate or booklet for the requirernents of the Group Insurance Policy as to
notice of claims.

2. Claims Denial Procedure

Any denial of a cfaim for benefits will be provided by the insurance company and consist of a written
explanation which will include (i) the specific reasons for the denial, {ii) reference to the pertinent Plan
provisions upon which the denial is based, (i} a8 description of any additional inforrnation Youw might be
required to provide and an explanation of why it is needed, and (iv) an explanation of the Plan's claim review
procedure. You, Your beneficiary (when an appropriate claimant), or a duly authorized reprasentative may
appeal any denial of a claim for banefits by filing a wrilten request for a full and fair review to the insurance
company. In connection with such a request, documents pertinent to the administration of the Plan may be
reviewed, and comments and issues outlining the basis of the appeal may be submitted in writing, You may
have representation throughout the review procedure. A request for a review must be filed by 60 days after
receipt of the written notice of denial of a claim. The full and fair review will be held and a decision renderad by
the insurance company no longer than 60 days after receipt of the request for the review.

If there are special circumstances, the decision will be made as socn as possible, but not later than 120 days after
receipt of the request for the review. If such an extension of time is needed, You will be notified in writing prior to the
beginning of the time extension period. The decision after Your raview will be in writing and will include specific
reasons for the decision as well as specific references fo the pertinent Plan provisions on which the decision is based.

Statement of ERISA Rights
The staternent of ERISA Rights is required by federal law and regulation,

As a participant in this Plan You are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 (ERISA), ERISA provides that all Plan participants shall be entitied to:

1. Examine, without charge, at the Administrator's office and at other specified locations, such as worksites and union
halls, all Plan documents filed by the Plan with the U.S. Department of Labor, such as detailed annual reports and
Plan descriptions.

2. Obtain copies of all Plan documents and other Flan infermation upon written request to the Administrator. The
Administrator may make a reasonable charge for the copies.

3. Receive a summary of the Plan’s annual financial report. The Administrator is required by law to furnish each
participant with a copy of this summary annual report.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible for the
operation of the employee benefit plan. The people who operats Your Plan, called “fiduciaries” of the Plan, have a duty
to do so prudently and in the interest of You and other Plan participants and beneficiaries.
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No one, including Your employer, Your union, or any other person, may fire You or otherwise discriminate against You
in any way to prevent You from abtaining a weifare benefit or exercising Your rights under ERISA,

If Your claim for a welfare benefit is denied in whole ar in part, You must receive a written explanation of the reason for
the denial. You have the right to have the insurance company review and reconsider Your claim.

Under ERISA, there are steps You can take to enforce the above rights. For instance, if You request materials for the
Plan and do not receive them within 30 days, You may file suit in federal caurt. In such a case, the court may require
the Administrator to provide the materials and pay You up to $110 a day until You receive the materials, unless the
materialg were not sent because of reasons beyond the control of the Administrator. If You have a claim for benefits
which is denied or ignored, in whole or in part, You may file suit in a state or federal court. If it should happen that Flan
fiduciaries misuse the Plan's money, orif You are discriminated against for asserting Your rights, You may seek
assistancea fram the U.S. Department of Labor, or You may file suit in a federal court. The court will decide who should
pay court costs and legal fees, If You are successful, the court may order the person You have sued to pay the cost
and fees. If You lose, the court may order You to pay these costs and fees, for example, if it finds Your claim is
frivolous,

If You have any guestions about Your Plan, You should contact the Administrator, If You have any questions about
this statermnent or about Your rights under ERISA, You should contact the nearest Area Qffice of the Pension and
Welfare Benefits Administration, U.S. Department of Labor, listed in Your telephone directory or the Division of
Technical Assistance and Inguiries, Pensgion and Welfare Benefit Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210,

ERISA
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Continental Casualty Company CNA

For All the Commitments You Malke®

CNA Plaza A Stock Company
Chicago, lllinois 60685

APPLICATION
Is hereby made to the Continental Casualty Company for Group Disability Income Insurance by

1. Employer: Rural & Pend Qreille Telephone Companies
2. Address: 104 West Madison Ave.
F.0. Box 969
Glenns Ferry, ID 83623
3. To be effective in the State of IDAHO and governed by the laws thereof.
4. Coverage applied for ; Policy #: SR-83116494

[_] Short Term Disability

Long Term Disability

5. Eligibility:
The classes of individuals eligible for coverage are identified in the policy.

6. Effsctive Date:
The policy(ies) applied for will become effective at 12:01 AM. Standard Time at the Applicant'’s address on
August 1, 1999 provided the Application is accepted in writing by the Continental Casualty Company at its Home
Office, CNA Plaza, Chicago, lllingis, 60685, [t is agreed that the policy(ies) cannot become effective until a deposit
premium has been paid and, as to benefits requiring contributions by the individuals insured, until at least 75% of
the individuals eligible have subscribed to the policy. The Applicant further agrees that, as to benefits not requiring
contributions by the individuals insurad, all eligible individuals will be insured.

By: o WITNESS:
Applicant Licensed Resident Agent
Title
Date
3BD!-2
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Continental Casualty Company CNA

For All the Commitments You Muke®

CNA Plaza A Stock Company
Chicago, litinois 60685

Having issued Policy No. SR-83116494 0

Rural & Pend Oreille Telephone Companies
{Herein called the Employer)

CERTIFIES that You are insured provided that You qualify under the ELIGIBILITY provision, become insured and
remain insured in accordance with the terms of the policy. Your insurance is subject to all the definitions, limitations
and conditions of the policy. It takes effect on the effective date indicated in the EFFECTIVE DATE provision. This
certificats, however, is not the policy. It is merely evidence of insurance provided under the policy. The policy can be
amended by mutual consent between the Employer and Us.

This certificate replaces and cancels any other certificate previously issued to You under the policy.
CDI-1AA

The policy is delivered in and is governed by the laws of the govering jurisdiction and to the axtent applicable by the
Employee Retirement Income Security Act of 1974 (ERISA) and any amendments. When making a benefit
determination under the policy, We have discretionary authority to determine Your eligibility for benefits and to interpret
the terms and provisions of the policy.

CDI-2AA
Chairman of the Board
Group Long Term Disability Certificate
sB0OI-C
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LONG TERM DISABILITY PLAN

Policy Effective Date:
Policy Number:

Eliglbility:

Definition of Full-time:

Waiting Period:

Elimination Period:

Maonthly Benefit:

Social Security Offset Method:
Employer Contribution:

Maximum Period Payable:

SUMMARY OF BENEFITS
Effective As Of, August 1, 1989

August 1, 1999
SR-83116484

All active full-time employees who are Actively at Work for the
Employer.

Employees must be working at least 30 hours per week.

For employees in an eligible group on or before August 1, 1889: 30 Days of
continuous active, full-tima employment.

For employees entering an eligible group after August 1, 1999 30 Days of continuous
active, full-time employment.

90 Days

67% of Monthly Earnings to a maximum benefit of $3,000.00 per

month subject to reduction by deductible sources of income or

Disability Earnings.

Family Sacial Sacurity

100% of premium

Age at Disability Maxirmurn Period Payable

61 or younger To Retirement Age*

Age 62 42 months or to Retirement Age”,
whichever is longer.

Age 63 38 months or to Retirement Age*,
whichever is longer.

Age 64 30 months or to Retirement Age*,
whichever is longer,

Age 65 24 months or to Retirement Age*,
whichever is longer.

Age 66 21 months or to Retirement Age*,
whichever is longer.

Age 67 18 months or to Retirement Age”*,
whichaver is longer.

Age 68 15 months or to Retirement Age™,

whichever is longer.

Age 69 or aver 12 months

*SOCIAL SECURITY NORMAL RETIREMENT AGES
Based on the 1983 amendment to the Social Security Act, the following are normal retirement ages by date of birth:

Year of Birth

1937 or earlier 65 years
1938 65 years,
1939 65 years,
1940 65 ysars,
1941 65 years,
1942 65 years,
1943 - 1954 66 years
1955 66 years,
1856 66 years,
1957 66 years,
1958 66 years,
1959 66 years,
1960 or later 67 years

Social Security Normal Retirement Age

2 months
4 manths
6 months
8 months
10 months

2 months
4 monthsg
& months
8 months
10 manths




Waiver of Prermium

Work Incentive Benefit
Enbanced Work Incentive Benefit
Minimurn Benefit

Recurrent Disability

FMLA Coverage Extension
Survivor Benefit

Day Care Benefit

Worksite Modification Benefit
Vocational Rehabilitation Service
Social Security Assistance
Fresumptive Disability

Other features:

This Summary of Benefits cancels and replaces all other Summaries previously issued to You under the
palicy. It outlines the policy features. The following pages provide a complete description of the provisions of

Your certificate.
S0BC

ARE YOU ELIGIBLE FOR THIS INSURANCE?
All active full-time employees who are Actively at Work for the Employer and who have completed the waiting period
reguired by the Employer. The waiting pericd is stated in the Summary of Benefits.

A "full-time” employee is one who regularly works a minimum of 30 hours per week for the Employer. Part-time,

seasonal and temporary employees are not eligible.
CDI-4AA

WHEN DOES YOUR INSURANCE BECOME EFFECTIVE?

If You are eligibte as of the Policy Effective Date, Your insurance shall take effect on such Date. If You become eligible
after the Policy Effective Date, Your insurance shall become effective on the first of the month that falls on or next
follows the date You become efigible.

if, because of injury or Sickness, You are eligible but not Actively at Work on the date the insurance would otherwise

take effect, it will take effect on the day You return to Active Work.
CDI-SAA

WHO PAYS FOR YOUR COVERAGE"?

Your employer pays the entire cost of Your coverage.
CDI-6AA

1S PREMIUM PAYABLE WHILE YOQU RECEIVE BENEFITS?

We will waive premiurn for You during the period of Disability for which the Monthly Benefit is payable under the policy.
Fremium payment is required during Your Elimination Perfod. During this pericd, Your insurance will remain in force.
This provision is subject to the Termination of Employee’s Insurance provision, except for payment of premium.

CDI-68A

HOW DO WE DEFINE DISABILITY?

Disability or Disabled means that You satisfy the Occupation Qualifier or the Earnings Qualifier as defined below.
CDI-9AA

Occupation Qualifier

“Disability” means that during the Efimination Period and the following 24 months, fnjury or Sickness causes physical

or mental impairment to such a dagree of severity that You are:

1. continuously unable to perform the Material and Substantial Duties of Your Regular QOccoupation; and

2. not working for wages in any occupation for which You are or become qualified by education, training or
experience.

CDI-10AA




After the Monthly Benefit has bem’ Jable for 24 months, “Disabifity” means tl', Jury ar Sickness causes physical or

mental impairment to such a degree of severity that You are.

1. continuously unable to engage in any occupation for which You are or become gualified by education, training or
experience; and

2. not working for wages in any occupation for which You are or become qualified by education, training or
experience.

CDI-11AA

Earnings Qualifier

You may be considered Disabled during and after the Elimination Periad in any Month in which You are Gainfully
Empiloyed, if an Injury or Sickness is causing physical or mental impairment to such a degree of severity that You are
unable to earn more than 80% of Your Manthly Earnings in any occupation for which You are qualifir d by education,
training or experience. On each anniversary of Your Disability, We will increase the Monthly Earnings by the lesser of
the current annual percentage increase in CPI-W, or 10%.

You are not considered to be Disabled if You earn more than 80% of Your Monthly Earnings.  Salary, wages,
partnership or proprietorship draw, commissions, bonuses, or similar pay, and any other income You receive or are
entitted to receive will be included. Sick pay and salary continuance payments will not be included. Any lump sum

payment will be prorated, based on the time over which it accrued or the period for which it was paid.
CDI-13AA

LOSS OF PROFESSIONAL LICENSE OR CERTIFICATION
If You require a professional license or certification for Your occupation, loss of that professional license or certification

does not in and of itself constitute Disability under the Occupation Qualifier or the Earnings Qualifier.
CDI-14AA

WHAT IS THE ELIMINATION PERIOQOD AND HOW IS IT SATISFIED?

The Elimination Period begins on the day You become Disabled. 1t is a period of continuous Disabilily which must be
satisfied before You are eligible to receive benefits from Us. You must be continuously Disabled through Your
Efirnination Period.

If You temporarily recover and return to work, We will treat Your Disabifity as continuous if You return to work for a
period of less than one-half the Elimination Period as shown in the Surmmary of Benefits not to exceed 90 days. The
days that You ara not Disablad will not count toward Your Eliminafion Period.

Any increases You receive in Monthly Eamings during Your return to work period will not be taken into consideration
when calculating Your Monthily Benefit.

If You return to work for & period greater than ong-half the Eliminafion Period, or 90 days, whichever is less, and
become Disabled again, You will have to begin a new Elimination Pericd.

CAN YOU SATISFY YOUR ELIMINATION PERIOD IF YOU ARE WORKING?

Yes, provided You meet the definition of Disabifity.
CDI-154A

WHAT DISABILITY BENEFIT ARE YOU ELIGIBLE TO RECEIVE?
If You are Disabled, You are eligible to receive one of the foliowing at any given time: a Monthly Benefit, a Work
Incentive Benefit or an Enhanced Work Incentive Benefit, While You are Disabled, You might be eligible to receive

one ar the other of the abave, but You cannot receive more than one of these benefits at the same time.
CDI-16AA

WHAT IS YOUR BENEFIT AND HOW IS IT CALCULATED?

We will calculate Your Monthly Benefit amount as follows:

1. Muitiply Your Monthly Earnings by 67%.

2. The maximum Monthly Benefit is $9,000.00.

3. Compare the answers from Item 1 and Item 2. The lesser of these two amounts is Your gross Monthly Benefit.

4. Deduct other sources of income from Your gross Monthly Benefit. The resulting figure is Your net Monthly Benefil.

We will pay the Monthly Benefit for each Month of Disability which continues after the Efimination Pariod. The Monthly
Benefit will not be payable during the Efimination Period nor beyond the Maximum Period Payable.



If & benefit is payable for less thar’, menth, it will be paid on the basis of 1!9 Jf the Monthly Benefit for each day
of Disahility.
COI-17AA

HOW DO WE DEFINE EARNINGS?

“Monthly Earnings”will equal the Monthly wage or salary that You were receiving from Your employer on the Date of

Disability. 1t includes:

1. employse contributions made through a salary reduction agreement with Your emplayer to an IRC Section 401(k),
403(h), 501(c)(3), 457 deferred compensation plan, or any other qualified or non-qualified employee Retirement
Flan or deferred compensation arrangement; and

2. amounts contributed to Your fringe benefits according to a salary reduction arrangement under an IRC Section 125

plan.

It does not include:

1. commissions;

2. bohuses,

3. overtime pay;

4. Your employer's contribution on Your behalf to a Retirement Flan or deferred compensation arrangement. or any
other extra compensation.

CDI-19AA

WHAT ARE THE DEDUCTIBLE SOURCES OF INCOME?
The Monthly Benefit under this policy shall be reduced by:
1. Disability benefits paid, payable, or for which there is a right under:
a) The Social Security Act, including any amounts for which Your dependents may qualify because of Your
Disability,
by Any Wgrkers’ Compengation or Qccupational Disease Act or Law, or any other law which provides
compensation for an occupational ljtry or Sickness;
Occupational accident coverage provided by or through the Employer,
Any Statutory Disability Benefit Law;
The Railroad Retirement Act;
The Canada Pension Plan, Quebec Pension Plan or any other similar provincial disability or pension plan;
The Canada Old Age Security Act;
Any Public Employes Retirement System Plan or any State Teachers' Retirement Systern Plan, or any plan
provided as an alternative to any of the above acts or plans.
2. Disability benefils paid under:
a) Any group insurance plan provided by or through the Employer, and
b} Any sick leave or salary continuance plan provided by or through the Employer.
3. Retirement benefits paid under the Social Security Act including any amounts for which Your dependents may
qualify because of Your retirement.
4. Retirement and disability benefits paid under a Refirement Plan provided by the Employer except for amounts
attributable to Your contributions.
Any No Fault Auto Motor Vehicle coverage.
Disbursements received as a shareholder in a Subchapter 5 Corporation attributable to any period following the
Date of Disability.

Teogeoa
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Proration of Lump Sum Awards

If any benefit described above is paid in a single sum through cormpromise settlement or as an advance on future

liability, We will determine the amount of reduction to Your Monihly Benefit as follows:

1. Woe will divide the amount paid by the number of months for which the settlement or advance was pravided; or

2. if the number of months for which the settiement or advance was made is not known, We will divide the amount of
the settlement or advance by the expected remaining number of months for which We will provide benefits for Your
Disability based on the Proof of Disability which We have, subject to a maximum of 60 months.

CRI-20AA ’




WHAT OTHER SOURCES OF IN!.E ARE NOT DEDUCTIBLE? .
We will not reduce Your Monthly Benefit by any of the following:

deferred compensation arrangements such as 401(k), 403(b) or 457 plans;
credit disability insurance;

pension plans for partners;

military pension and disability income plans;

franchise disabilily income pians;

individual disability income plans,

a Retirement Flan from another Employer;

prafit sharing plans;

. thrift or savings plans;

10. individual retirement account (IRA);

11. tax sheltered annuity (TSA);

12. stock ownership plan.
CDI-21AA
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CAN YOU WORK AND STiLl. RECEIVE BENEFITS?
While Disabled, You may qualify for the Work Incentive Benefit or the Enhanced Work Incentive Benefit, but not both.
COI-22AA

Work Incentive Benefit
A Wark Incentive Benefit will be provided if You are Disabled and Gainfully Employed after the end of the Elimination
Period, or after a period during which You received Monthly Benefits.

The Work Incentive Benefit will be calculated during the first 24 months of Gainful Employment as follows:

1. The Monitly Benefit amount and Disabilify Earnings amount will be added together and compared to Monthly
Eamings.

2. If the total amount in Item 1 exceeds 100% of Monthly Earmings, the Work Incentive Benefit amount will be equal to
the Monthly Benefit reduced by the amount of the excess.

3. Ifthe total amount in ltem 1 does not exceed 100% of Monthly Eamings, the Work Incentive Banefit will be equal to
the Monthly Benefit amount.

After the first 24 months of Gainful Employment, the Work Incentive Benefit will be equal to the Monthly Benefit amount
fess BO% of Disability Earnings.

The Work Incentive Benefit will cease on the esarliest of the following: (1) the date You are no longer Disabled; or (2)

the end of the Maximum Period Payable.
CDI-23AA

Enhanced Work Incentive Benefit

An Enhanced Work Incentive Benefit will be provided after the and of the Elirmtination Perod, or after a period during
which You received Monthly Benefits. This benefit is payable if You are still Disabled and are Gainfully Employed in an
occupation that has been approved as part of a Rehabilitation Plan.

The Enhanced Work Incentive Benefit will be calculated during the first 24 months of Gainful Ernployment as follows:

1. If Disability Earnings exceed 100% of Monthly Eamings, the Enhanced Waork Incentive Benefit will be aqual to the
Monthly Benefit reduced by the amount of the excess.

2. If Disability Earnings do not exceed 100% of Monthly Earnings, the Enhanced Work Incentive Benefit will be equal
tor the Monthiy Benefit.

After the first 24 months of Gainful Employment, the Enhanced Work Incentive Benefit will be equal to the Monthly
Benefit less 50% of Disability Earnings.

The Enhanced Work Incentive Benefit will cease on the earliest of the following: (1) as stated in the Rehabilitation
Plan; (2) the date You fail to comply with the requirements of the Rehabilitation Plan; (3) the date You are no longer

Disabled; or {4) at the end of the Maximum Period FPayable.
CDI-24AA




WHAT IS THE MINIMUM MDNTHL.EENEFIT PAYABLE UNDER THIS PROC™ «\M?
In no event will the Monthly Benefif payable for Dizability be reduced to less than $100.00 or 10% of Your Monthly
Benefit prior to the reductions stated above, whichever is grealer. The Minimum Monthly Benefit does not apply if You

are Gainfully Employed.
CDI-25AA

WHAT HAPPENS IF YOUR OTHER BENEFITS INCREASE?

The Monthly Benefi, after the reductions stated abave, if any, will not be further reduced for subsequent cost-of-living
increases which are paid, payable, or for which there is a right under any Deductible Source of Income shown above.
CDI-26AA

HOW LONG WILL YOU/ RECEIVE BENEFITS UNDER THIS PROGRAM?
We send You a payment each month up to the maximum duration of benefit based on Your age at Disability so long as
You continue to be Disabled according to the terms of the palicy:

Age at Disability Maxirum Period Payable

61 or younger To Retirement Age*

Age 62 42 months or to Retirement Age®,
whichever is longer.

Age 63 36 maonths or to Retirement Age*,
whichever is longer.

Age 64 30 months or to Retirement Age®,
whichever is longer.

Age 65 24 months or to Retirement Age*,
whichever is longer.

Age 66 21 months or to Retirement Age”,
whichever is longer.

Age 67 18 months or to Retirement Age*,
whichever is longer.

Age 68 18 months or to Retirement Age*,
whichever is longer.

Age B9 or over 12 months

"SOCIAL SECURITY NORMAL RETIREMENT AGES
Based on the 1983 amendment to the Social Security Act, the following are normal retirernent ages by date of birth;

Year of Birth Social Security Normal Retirement Age
1937 or earier 65 years

1938 65 years, 2 months
1939 65 years, 4 months
1940 65 years, 6 months
1941 65 years, 8 months
1942 65 years, 10 months
1843 - 1954 66 years

19565 66 years, 2 maonths
1956 66 years, 4 months
1957 66 years, § months
1958 66 years, 8 months
19589 66 years, 10 months
1960 or later 87 years

CDI-27AA

WHAT HAPPENS IF YOOUR DISABILITY RECURS?

It Disability for which benefits were payable ends but recurs due to the same or related causes less than 6 months after
the end of a prior Disabifity, it will be considered a resumption of the prior Disability. Such recurrent Disability shall be
subject to the provisions of the policy that were in effect at the time the prior Disability began.

Lisabifity which recurs more than 6 months after the end of a prior Disabiliy are subject to:
1} a new Elimination Period,

2} & new Maximum Period Payable; and

3} the other provisions of the policy that are in effect on the date the Disability recurs.
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WHAT ARE THE EXCLUSIONS AND LIMITATIONS UNDER THIS PROGRAM?

The policy does not cover any foss caused by, contributed lo, or resulting from:
CDIX-1AA

Disability must recur while Your co’age is in force under the policy.
CDI-28AA

+« declared or undeclared war or an act of either;
COIX-ZAA

« Disability beyond 24 months after the Efimination Period if it is due to a Mental Disorder of any type. Confinement
in a Hospital or institution licensed to provide care and treatment for mental Hiness will not be counted as part of

the 24-month limit;
CDIX-3AA

« @ Pre-existing Condition;
CDIX-4AA

» attempted suicide, while sane or insane, or intentional self-inflicted injury or sickness,
CDIX-5AA

» commission of or atternpt to commit an act which is a felony in the'jurisdiction in which the act occurred.
CDIX-BAA

» Disability beyond 24 months after the Elimination Period if it is due to a diagnosed condition which manifests itself
primarily with Self-Reported Symptom(s).
CDIX-7TAA

Benefits are not payable for any period during which You are confined to a penal or correctional institution if the period

of confinement exceeds 30 days.
COIX-12AA

Benefits will not be payable if it is determined that You are eligible to participate in vocational rehabilitation services

designed to assist in returning You to employment and You refuse to participate.
CDIX-13AA

HOW ARE SUBSTANCE ABUSE CLAIMS HANDLED?
The policy does not caover any oss caused by or resulting from any substance abuse (drug or alcohol) related Disabifity
beyond 24 months after the Elimination Period.

You must be participating in an appropriate treatment program. A treatment program is any substance abuse
treatment program approved by the State,

The cost of the treatment program will be borne by You, or another group plan of Your Employer (such as a group
health plan or Employee Assistance Program) if one is available and covers this type of treatment,

In no event will Monthly Benefit payments be made beyond the earlier of the date:

1. 24 Monthly Benefit payments have been made; or

2. You refuse to participate in an appropriate, available treatment program, or You leave the treatment program prior
to completion; or

3. You are no longer following the requirements of Your treatment plan under the program; or

4. You complete the initial treatment ptan, exclusive of any aftercare or follow-up services,

In no event will Monthly Benefits be payable beyond the Maximum Period Payable.
CDI-29AA




WHEN WILL YOUR lNSURANCI’ MINATE? .
Your coverage will terminate on the earliest of the following dates:
1. the date the paolicy is terminated; or
2. the premium due date if the Employer fails to pay the required premium for You, except for an inadvertent error; or
3. the date You:
(a) are no longer a member of a class eligible for this insurance, or
(b} withdraw from the program, or
(c) are retired or pensioned, or
(d) cease work because of a leave of absence, furlough, layoff, or temporary work stoppage due to a labor
dispute, uniess We and the Employer have agreed in writing in advance of the leave to continue insurance
during such period.
Termination will not affect a covered loss which began before the date of termination.
CDI-30AA

WILL COVERAGE BE CONTINUED IF YOU ARE ELIGIBLE FOR LEAVE UNDER FMLA?

In the event You are eligible for and Your Employer approves a leave under the Family and Medical Leave Act of 1993
(FMLA), insurance will continue for a period of up to 12 weeks following the date the leave begins, provided the
Employer continues paying the required premium.

You are eligible for ieave under this Act in order to provide care:
1.  After the pirth of a child, or

2. After the legal adoption of a child; or

3. After the placement of a foster child in Your home; or

4. To a Spouse, child or parent due to their serious illness; or
5. For Your own serious health condition.

The Employer will pay the required premium according to the terms of the policy,
You will be considered Actively at Work while on an approved Family and Medical Leave Absence; and
3. Coverage will terminate if You do not return to work as scheduled according to the terms of Your agreement with

the Employer.
COI-31AA

While granted a Family and Medical Leave Absence:
1.
2.

WHAT HAPPENS IF YOU DIE WHILE RECEIVING BENEFITS?

If You die after having received the benefit provided by the policy for at least 12 successive months and during a period
for which benefits are payable, We will pay a Survivor Income Benefit. This bensfit is equal to the amount You were
last entitled to receive for the month preceding death.

The Survivor Income Benefit shall be payable on a monthly basis immediately after We receive written proof of Your
death. It is payable for 6 months, The benefit shall accrue from Your date of death,

This benefit is payable to the beneficiary, if any, named by You under the policy. If no such beneficiary exists, the

henefit will be payable in accordance with the TIME AND PAYMENT OF CLAIM provision.
CDI-33AA :

ARE DAY CARE EXPENSE BENEFITS AVAILABLE WHILE YOU ARE DNSABLED?
While Disabled and receiving the Enhanced Work Incentive Benefit, You will be reimbursed for Day Care Expensas for
each Eligible Child.

“Day Care Expenses’ mean monthly expenses, up to $350.00 per child per month, charged by a licensed Day Care
Provider who is not a mernber of Your immediate family or living in Your residence.

“Eligible Child" is Your dependent child under age 13 who lives with You and is:
1. Yourchild or Your Spouse's child,

2. Yourlegally adopted child; or ‘

3. A child for whom You are legal guardian,

You must supply satisfactory proof to Us that You incurred such charges,
CDE34AA
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WHAT OTHER SERVICES ARE A’LABLE TC YOU WHILE YOU ARE DISA..ED?
If You are Disabled and sligible to receive Disability benefits under the palicy, We will evaluate You for eligibility to
receive any of the following. We will make the final determination for any of the following henefits or services.

Worksite Modification Benefit
We will assist You and Your employer in identifying modifications We agree are likely 1o help You remain at work or
return to work. This agreement will be in writing and must be signed by You, Your employer and Us.

When this occurs, We will reimburse Your employer for the cost of the modification, up to the greater of: 1) $1,500.00
or 2) 2 months of Your net Monthly Benefit.

Vacational Rehahilitation Service

Rehabilitation services are available when We determine that these services are reasonably assurmed to assist in
returning You to Gainful Employment. Vocational Rehabilitation services might include one or more of the following:

1. job modification,;

2. job retraining;

3. job placerment;

4. other activities.

Eligihility for Vocational Rehabilitation Services is based upon Your education, training, work experience and physical

and/or mental capacity. To be considered for rehabilitation services:

1. Your Disability must prevent You from performing Your Regufar Occupation;

2. You must have the physical and/or mental capacities necessary for successful completion of a rehabilitation
program, and

3. There must be a reasonable expectation that renabilitation services will halp You return to Gainful Employment.

Social Security Assistance
When necessary, We will pravide an advocate for You, in applying for and securing Social Security Disabifity awards.

when We determine that Social Security Assistance is appropriate for You, it is provided at no additional cost to You.
COI-35AA

WHAT OTHER BENEFITS ARE AVAILABLE?
CDIO-TAL

PRESUMPTIVE DISABILITY

When Injury results in any of the Specific Losses listed below within 365 days after the date of the Injury, We will
consider You to be Disabled. You shall be entitled to payment of the Monthly Benefit after the Elimination Period. This
benefitis payable for the length of time stated below. Payment of the Presumptive Disability Benefit wiil cease on Your
date of death.

Specific Loss Months Payable
Loss of both RAaNAS . e s e 485 months
Loss Of DOt fBE . e e 46 months
Loss of the entire sight of both eyes e 46 months
Lossof one hand and ane foot. ... 456 months
Loss of one hand and the entire sight of ane éye ... e 4G months
Loss of one foot and the entire sight of oneeye . 48 months
o LT I 0T TN = L 23 months
ISR e d e 4 =41 L RPN 23 months
Loss of the entire sight of one eye . 15 months
Loss of the thumb and index finger of either hand ... s 12 months

After payment of this Minimum Benefit, benefits may continue subject to the other provisions of the policy. 1f more than
ane loss results from any one Injury, We will pay only for that loss with the greatest number of Months Payable.

“Specific Loss” means, with respect to hand ar foat, the actual, complete and permanant severance through or above
the wrist or ankle jaint; with respect to eye, the irrecoverabie logs of the entire sight thereof, and with respect to thumb

and index finger, the actual, complete and permanent severance through or above the metacarpophalangeal joints.
CDIO-104A4
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WHAT ARE THE CLAIM FILING ’,JIREMENTS? .

Initial Notice of Claim

We ask that You notify Us of Your claim as soon as possible so that We may make a timely decision on Your claim,
Your Employer can assist You with the appropriate telephone number and address of Qur Claim Department.  You
must send Us written notice of Your Disability within 30 days of the Date of Disability, or as soon as reasonably
possible. Notice may be sent to Our Claim Department, the CNA Home Office, CNA Plaza, Chicago, lllinois 60685 or
given to Our Agent.

Written Proof of Loss

Within 15 days of our being notified in writing of Your claim, We will supply You with the necessary claim forms. The
claim form is to be completed and signed by You, Your Employer and Your Doctor. If You do not receive the
appropriate claim forms within 15 days, then You will be considered to have met the requiremenis fo. written proof of
ioss if We receive written proof which describes the occurrence, extent and nature of loss.

Time Limit for Filing Your Claim

The time limit for fiting Yeur clairm is that You must furnish Us with written proof of logs within 90 days after the end of
Your Elimination Period. The length of the Efimination Period is stated in the Summary of Benefits section of the
policy. If it is not possible to give Us written proof within 90 days, the claim is not affected if the proof is given as soon
as possible, However, unless You are legally incapacitated, written proof of Joss must be given no later than 1 year
afier the time proof is otherwisa due.

No benefits are payable for claims submitted more than 1 year after the time proof is due. However, You can request
that benefits be paid for late claims if You ¢an show that:

1. It was not reasonabily possible to give written proof during the 1 year period, and

2. Proof of loss satisfactory to Us was given as soon as was reasonably possible.

Proof of Disability

The following items, supplied at Your expense, must be a part of Your proof of loss. Failure to do so may delay,

suspend or terminate Your benefits:

The date Your Disability began,

The cause of Your Disability;

The prognosis of Your Disability,

Proof that You are receiving Appropriate and Regular Care for Your condition from a Docifor, who is someone other

than You or & member of Your immediate family, whose specialty or expertise is the most appropriate for Your

disabling condition{s) according to Generally Accepted Medical Fractice.

5, Objective medica!l findings which support Your Disability. Objective medical findings include but are not limited to
tests, procedures, or ¢linical examinations standardly accepted in the practice of medicine, for Your disabling
condition(s).

6. The extent of Your Dizability, including restrictions and limitations which are preventing You from performing Your
Regular Occupation.

7. Appropriate documentation of Your Monthly Earnings. If applicable, appropriate, regular monthly docurnentation
of Your Disability Earings.

8. If You were contributing to the prermium cost, Your employer must supply proof of Your appropriate payroll
deductions.

9. The name and address of any Hospital or Health Care Facilily where You have been treated for Your Disability.

10. If applicable, proof of incurred costs covered under other benefits included in the policy.

B

Continuing Proof of Disability

You may be asked to submit proof that You continue to be DVsabled and are continuing to receive Appropriate and
Regular Care of a Doctor. Requests of this nature will only be as often as We feel reasonably necessary. If so, this
will be at Your expense and must be received within 30 days of Qurrequest.

Physical Examination

At Our expense, We have the right to have a Doctor examine You as often as reasonably necessary while the claim
continues. Failure to cormply with this examination will suspend or terminate benefits, unless We agree You have a
valid and acceptable reason for not complying.
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Authorization and Douumentati’ Jou Will Be Asked to Supply .

1. You will be required to provide signed authorization for Us to obtain and release all reasonably necessary medical,
financial or other non-medical information which support Your Disability claim. Failure to submit this information
will deny, suspend or terminate Your benefits.

2. You will be required to supply proof that You have applied for other Deductible Income Benefits such as Workers'
Compensation or Social Security Disability banefits, when applicable.

3. You will be required to notify Us when You receive or are awarded other Deductible Income Benefits.  You must
tall s the nature of the income benefit, the amount received, the peried to which the benefit applies, and the

duration of the benefit if it is being paid in installments.
CDI-36AM,

TIME AND PAYMENT OF CLAIM
As soon as We have all necessary substantiating documentation for Your Disability claim, Your benefit will be paid on
a Monthly basis, so long as You continue to qualify for it,

We will pay benefits to You unless otherwise indicated. If You die while Your claim is open, any due and unpaid
Disability benefit will be paid to Your named beneficiary, if any.

If there is no surviving beneficiary, payment may be made, at Qur option, to the surviving person or persons in the first
of the following classes of successive preference beneficiaries: Your: (1) Spouse; (2) children including legally
adopted children; (3) parents; or (4) estate.

If any benefit is payable to an estate, a minor or a person not competent to give a valid release, We may pay up to
51,000 to any relative or beneficiary of Yours whom We deem to be entitled to this amaunt. We will be discharged to
the extent of such payment made by Us in good faith.

CDI-37AA

CAN YOU ASSIGN YOUR BENEFITS?

Your bensfits are not assighable, which means that You may not transfer Your benefits to anyone else.
CDk38A4

WHAT WILL HAPPEN IF A CLAIM 15 OVERPAID?
A claim overpayment can occur when You receive a retroactive payment from a Deductible Source of income; when
We inadvertently make an error in the calculation of Your ciaim; or if fraud occurs.

In an averpayment situation, We will determine the method by which the repayment is made. You will be required to
sign an agreement with Us which details the source of the overpayment, the total amount We will recover and the
method of recovery. If Monthly Benefits are suspended while recovery of the ovarpaymeant is being made, suspension
will aiso apply to the Minimum Monthly Benefit payable under the policy.

The overpayment amount equals the amount We paid in excess of the amount We should have paid under the policy.
CD-30AA

WHAT ARE THE UNIFORM PROVISIQONS?

Entire Contract; Changes

The policy, the Employer's application, Youwr certificate of coverage, and Your application, if any, and any other
attached papers, forrmn the entire contract between the parties. No change in the policy is valid unless approved in
writing by one of Qur officers. No agent has the right to change the policy or to waive any of its provisions.

Statements on the Application
Any statement made by the Employer or You, except for fraudulent misstatements, is considered a representation and
not & warranty. A copy of the statement will be provided to the Employer or You, whoever made the statement, No
statement of the Employer will be used to void the policy after it has been in force for 2 years. No statement of Yours
will be used in defense of a claim after You have been insured for 2 years, except for fraudulent misstatements.

Legal Actions

No legal action of any kind may be filed against s :

1. within the 60 days after proof of Disability has been given; or

2. more than 3 years after proof of Disability must be filed, unless the law in the state where You live allows a longer
periad of time.
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Conformity with State Statutes. .
if any provision of the palicy conflicts with the statutes of the state in which the policy was issued or delivered, it is

automatically changed to meet the minimum requirements of the statute.
CO-40AA

SUBROGATION / RIGHT OF REIMBURSEMENT

When any claim payment is made, We reserve any and all rights to subrogation andfor reimbursement to the fullest
extent allowed by statute and customary practice. Any party to this contract shall not perform any act that will prejudice
such rights without prior agreament with Us.

We will bear any expenses associated with Our pursuit of subrogation or recovery.
COH-41AA

FRAUD

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any material false information or conceais for the purpose of misleading
infarmation concerning any fact material thereto commits a fraudulent insurance act, which is a ¢rime and may subject
such person to criminal and civil penalties. Such penaltiss inciude, but not limited to fines, denial or termination of
insurance henefits, recovery of any amounts paid, civil damages, criminal prosecution and confinement in state prison.
CDI-42AA

GENERAL PROVISIONS
We have the right to inspect all of the Employer's records on the policy at any reasonable time. This right will extend
until: (1) 2 years after termination of the policy; or (2) all claims under the policy have been settled, whichever is later.

The palicy is in the Employer's possession and may be inspected by You at any time during normal business hours at
the Employer's office.

The policy is not in lieu of and does not affect any requirements for coverage by Waorkers' Compensation insurance.
CDI-43AA
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GLOSSARY . .

“Actively at Work" or “Active Work"” means the employee must be:
1. warking at the Employer's usual place of business, or on assignment for the purpose of furthering the Employer's

husiness; and
2. performing the Material and Substantial Duties of the Insured Employee's Regular Occupation on a full-time basis.
CDID-1AA

“Appropriate and Regular Care” means that You are regularly visiting a Doctor as frequently as medically required to
meet Your basic health needs. The effect of the care should be of demonstrable medical value for Your disabling
condition(s) to effectively attain and/or maintain Maximum Medical Improvement.

COID-4AA

“Date of Disability" is the date We determine Your Injury or Sickness impairs Your ability to perform Your Regular

Qccupation.
CDID-5AA

“Disahility” or “Disablad’” means that You satisfy either the Oceupation Qualifier or the Eamings Qualifier.
COID-GAA

“Disahility Earnings™ is the wage or salary You earn from Gainful Employment after a Disability begins. |t does not

include Social Security or any other Disabiliy payment You receive as a result of Your Disability.
CoID-7AA

“Doctor” means a person legally licensed to practice medicing, psychiatry, psychology or psychotharapy, who is
neither You nor a member of Your immediate family. A licensed medical practitioner is & Doctor if applicable state law
requires that such practitioners be recognized for purposes of certification of Disability, and the treatment provided by

the practitioner is within the scope of his or her licensea.
CDID-BAA

“Efimination Period” means the number of calendar days at the beginning of a continuous period of Disability for

which no benefits are payable. The Elimination Period is shown in the Summary of Benefits.
CDIC-HAA

“Gainful Employment” or “Gainfully Employed" means the performance of any occupation for wages, remuneration
or profit, for which You are qualified by education, training or experience on a full-time or part-time basis, for the
Employer or another employer, and which We approve and for which We reserve the right to modify approval in the

future.
CODID-10AA

“Generally Accepted Medical Practice” or “Generally Accepted in the Practice of Medicine” means care and
treatment which is consistent with relevant guidelines of national medical, research and health care coverage

organizations and governmental agencies.
CDID-11AA

“Hospital or Health Care Facliity” is a |egally operated, accredited facility licensed to provide full-time care and
treatrment for condition causing Your Disabifity. It is operated by a full-time staff of licensed physicians and registered

nurses. It does not include facilities which primarily provide custodial, educational or rehabilitative care.
CDID-12AA

“Infury” means bodily injury caused by an accident which results, directly and independently of all other causes, in

Dizabifity which begins while Your coverage is in force,
COID-13AA

“Insured Employee” means an employee whaose insurance is in force under the terms of the policy.
COID-14AA

“Male pronoun” wheneaver used includes the female,
CDID-18AA

“Material and Substantial Duties” means the necessary functions of Your Reguiar Occupation which cannot be
reasonably amitted or altered.
CDID-17AA
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“Maximum Medical Improvament” is that level at which, based on reasonable medical probability, further material

recovery from, or lasting improvement to, an Injury or Sickness can ng longer be reasonably anticipated.
COID-18AA

“Mental Disorder” means a disorder found in the current diagnostic standards in the American Psychiatric

Association.
CDID-19AA

“Monthly Benefit” and “MaxIimum Period Payable” mean that benefit and those periods shown in the Summary of

Benefits which apply to You.
CDIG-20AA

“Pre-existing Condition” means a condition for which medical treatment or advice was rendered, prescribed or
recommended within 3 months prior to Your effective date of insurance. A condition shall no fonger be considered pre-

existing if it causes Disability which begins after You have been insured under the policy for a period of 12 months.
CDID-21BA

“Regular Occupation” means the occupation that You are performing for income or wages on Your Date of Disability.

It is not limited to the specific position You held with Your employer.
CDID-22BA

“Rehabilitation Plan” means a written agreament between You and Us. Its purpose is to assist You in returning to
Gainful Employment. The Rehabifitation Plan will outline the time and dates of the vocational rehabilitation services,
Our responsibilities, Your responsibilities and the responsibilities of any third party which might be involved. The
Rehabilitation Flan will be at Our expense, at the expense of the third party, or a shared expense of Ours and a third

party. At Our discretion, the Rehabifitation Plan will include the Day Care Expense Benefit.
CDID-23A4

“Retiroment Plan’ means a plan which provides retirement benefits to employees and is not funded whally by

employee contributions.
CDID-Z4AA

“Self-Reported Symptoms” maans the symptoms of which You tell Your Doctor, and are not verifiable or quantifiable
using tests, procedures, or clinical examinations Generally Accepted in the Practice of Medicine. Exampies of these
manifestations include the following, but are not limited to: fatigue, pain, headaches, stiffness, soreness, tinnitus
{ringing in the ears), dizzingss, numbness, or lass of energy.

CDID-25A4

“Sickness"” means sickness or disease causing Disabilify which begins while Your coverage is in force.
COI-26AA :

“Summary of Beneflts” means the summary which is a part of this certificate.
CDID-28AA

“We", “Our” and *Us"” mean the Continental Casualty Company, Chicago, lllinois.
CDID-29AA

“you", “Your" and *Yours' means the employee to whom this certificate is issued and whose insurance is in force
under the terms of the policy.
CDID-30AA
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. ERISA .

YOUR RIGHTS UNDER ERISA

The following section contains infarmation provided to You by the Plan Administrator of Your Plan to meet the
requirements of the Employee Retirement Income Security Act of 1974. It does not constitute & part of the Plan or of
any insurance policy issued in connection with the Plan. All inguiries relating to the following material should be
referred directly to Your Plan Administrator.

SUMMARY PLAN DESCRIPTION

Name of Plan
The Plan for which this Summary Plan Description is provided is known as the:

Rural & Pend QOreille Telephone Companies Group Disability Plan
Maintenance of Plan
The Plan is maintained by:
Rural & Pend Oreille Telephone Companies
104 West Madison Ave,
Glenns Ferry, 1D 83623

Employer Identification Number and Plan Number

The employer identification number (EIN) assigned by the Internal Revenue Service to the Plan sponsar is:
93-0738703

The Flan Number assigned by the Plan sponsor is:

Type of Welfare Plan

The Plan is a group disability plan.

Administration of Plan
The Plan is adrminisiered by the Plan Administrator through an insurance contract purchased from Continental
Casualty Company.

Plan Administrator
Rural & Pend Oreilie Telephone Companies
104 West Madison Ave.
Glenns Ferry, 1D 83623

Hereinafter referred to as the Administrator. The Administrator and other Plan fiduciaries have discretionary authority
to interpret the terms of the Plan and to determine eligibility for and entitlement to benefits in accordance with the Pian,

Agent for Service of Legal Process
The person designated as agent for service of legal process upon the Plan is:

Rural & Pend Oreille Teiephone Companies
104 West Madison Ave.
Glenns Ferry, ID 83623

In addition, service of process may be made upon the Administrator.
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Eligibility and Benefits .

The Plan’s requirements respecting eligibility for participation, the conditions pertaining to eligibility to receive benefits
and description ar summary of the benefits are listed in the certificate portion of this booklet.

Circumstances Which May Affect Benefits
Circumstances which may result in disqualification, ineligibitity, denial, loss, forfeiture or suspension of any benefits are
listed in the certificate portion of this booklet.

Sources of Plan Contributions
Contributions to the Plan are made by the employer.

Meadium for Providing Benefits
Benefits under the Plan are provided in accordance with the provisions of Group Insurance Paolicy Number SR-
83116494 issued by Continental Casualty Company, CNA Plaza, Chicago, lllincis, 60685,

Date of End of Plan’s Fiscal Year
The date of the end of each year for purposes of maintaining the Plan’s fiscal records is December 31.

Claim Proceduras
1. Presenting Claims for Benefits
Claim forms may be obtained from: the Employer,

Please see Your insurance certificate or booklet for the requirernents of the Group insurance Folicy as to
notice of claims.

2. Claims Denial Procedure

Any denial of a claim for benefits will be provided by the insurance cormpany and consist of a written
explanation which will include (i) the specific reasons for the denial, (i} reference to the pertinent Flan
provisions upon which the demial is based, (i} a description of any additional information You might be
required to provide and an explanation of why it is needed, and (iv) an explanation of the Plan’s claim review
procedure. You, Your beneficiary (when an appropriate claimant), or a duly authorized representative may
appeal any denial of a claim for benefits by filing a written request for a full and fair review to the insurance
company. In connection with such a request, documents pertinent to the administration of the Plan may be
reviewed, and comments and issues outlining the basis of the appeal may be submitted in writing.  You may
have reprasentation throughout the review procedure. A request for a review must be filed by 60 days after
recelpt of the written notice of denial of a claim. The full and fair review will be held and a decision rendered by
the ingurance company ne longer than 60 days after receipt of the request for the review.

If there are special circumstances, the decision will be made as soon as possible, but not later than 120 days after
receipt of the request for the review. if such an extension of time is needed, You will be notified in writing prior to the
beginning of the time extension period. The decision after Your review will be in writing and will include specific
reasons for the decision as well as specific references to the pertinent Plan provisions on which the decision is hased.

Statement of ERISA Rights
The statement of ERISA Rights is required by federal law and regulation.

As a participant in this Plan You are entitled to certain rights and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all Plan participants shall be entitled to:

1. Examine, without charge, at the Administrator's office and at other specified locations, such as worksites and union
halls, all Plan documents filed by the Plan with the U.S. Department of Labor, such as detailed annual reports and
Pian descriptions.

2. Obtain copies of all Plan documents and other Plan information upon written request to the Administrator. The
Administrator may make a reasonable charge for the copies.

3. Receive a summary of the Plan’s annual financial report. The Administrator is required by law to furnish each
participant with a copy of this summary annual report.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are respaonsible for the
operation of the employee henefit plan, The people who aperate Your Plan, calied “fiduciaries” of the Plan, have a duty
to do so prudently and in the interest of You and other Plan participants and beneficiaries.
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No one, including Your employer, Your union, or any other person, may fire You or otherwise discriminate against You
in any way to prevent You from obtaining a welfare benefit or exercising Your rights under ERISA.

If Your claim for & welfare benefit is denied in whole or in part, You must receive a written explanation of the reason for
the denial. You have the right ta have the insurance company review and reconsider Your claim.

Under ERISA, there are steps You can take to enforce the above rights. For instance, if You request materiais for the
Plan and do not receive thern within 30 days, You may file suit in federal court. In such a case, the court may require
the Administrator to provide the maierials and pay You up to $110 a day until You receive the materials, unless the
materials were not sent because of reasons beyond the control of the Administrator. If Youw have a claim for benefits
which is denied or ignored, in whole or in part, You may file suit in a state or federal court. If it should f..ppen that Plan
fiduciaries misuse the Plan’s money, or if You are discriminated against for asserting Your rights, You may seek
assistance from the U.S. Departrment of Labor, or You may file suit in & federal court. The court will decide who should
pay court costs and legal fees. If You are successful, the court may order the person You have sued to pay the cost
and fees. If You lose, the court may order You to pay these costs and fees, for example, if it finds Your claim is
frivolous,

If You have any questions about Your Plan, You should contact the Administrator. If You have any questions about
this staterment or about Your rights under ERISA, You should contact the nearest Area Office of the Pension and
Welfare Benefits Administration, U.S. Department of Labor, listed in Your telephone directory or the Division of
Technical Assistance and Inquiries, Pension and Welfare Benefit Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, 0.C. 20210,

ERISA
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